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GENTLEMEN,—As you are aware, the normal action of the 
heart is rhythmical and nearly regular, the beats following 
one another at tolerably equal intervals so long as the rate 
of the heart’s action is unaltered. This regularity is main- 
tained in the average healthy subject, whatever the rate 
at which the heart is working, whether fast or slow. The 
same regularity is met with in many cases of heart 
disease, whether functional or organic, valvular or myo- 
cardial; the heart itself is such a well trained organ, 
and its nervous centre is such a well trained mechanism, 
that approximate regularity of action, whether at 
a rapid or a slow rate, is one of the most striking 
or persistent characters of its pulsation, whether the 
heart itself is healthy or diseased. Hence what I have 
to say on the subject of cardiac arrhythmia has no bearing 
on the action of the great majority of healthy hearts or 
of a large number of di ; there only remain 
for consideration the minority of instances, those in which 
the cardiac rhythm is abnormally irregular. It is not 
necessary to remind you that a slight degree of irregu- 
larity is always to be seen in the heart’s action; for 
example, the normal pulse quickens a little during 
inspiration and slows during expiration, and the action 
of swallowing is accompanied by a slowing of the pulse 
due to vagus inhibition. These alterations in the rhythm 
of the heart are normal when they are of slight degree, 
and will not be further considered. It is only in extreme 
cases when the iratory rye pe is very marked that 
it can give rise to the suspicion of jac disease, and that 
it certainly does at times. 

Analysis of the causes of irregular action of the heart 
shows that they are very various but that they may be 
divided up into two great classes: (1) Those arising 
within the heart and due to changes in the state or 
nutrition of its walls, or of the Parkinje cells that form 
the bundle of His. (2) Those arising outside the heart, 
and due either to alterations in the nervous impulses 
coming to it from the central nervous system, or to changes 
in the ease with which the blood enters or leaves it. 

In many cases the irregularity is a transient and un- 
important matter, but in others it is an important and 
serious sign indicating a definite downward stage in 
the course of a patient with heart disease. Before going 
more deeply into the matter, it will be best to lay before 
you what is known about the regulation of the heart’s 
activity under normal conditions, 

The first question to be asked and answered is this: 
What is it that originates and maintains the rhythmical 
contractions of the heart? The human heart, as you 
know, goes on beating throughout life, and after death it 
can be made to go on beating again for many hours if 
transfused with a warm solution containing oxygen, dex- 
trose, and a mixture of salts of the three metals, sodium, 
calcium, and potassium, in the right proportions. The 
fact has received two explanations, embodied respectively 
in the neurogenic and the myogenic theories of its action. 
According to the neurogenic theory, the stimulus to con- 
tract is generated in the nerve plexuses and ganglion cells 
that are found scattered throughout the tissue of the 
heart, and is communicated from the nerve tissue to the 
muscle of the heart, It is certain that the heart can 
go on beating quite normally when it has been taken out 
of the body, and so is separated from all the nervous 
connexions—the vagus and sympathetics—that connect it 
with the central nervous system; hence the impulse to 
contract cannot arise there, The other theory, or myogenic 
theory of the heart’s action, states that the rhythmical 
imp to contract originates in certain fibres of the 
cardiac muscle quite independently of the nervous tissue 
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and ganglion cells in the heart. Both theories agree in: 
segioa of tie béast-the sinc-etsioalar sogice--ee# mend 
region sino-a re 
thence by way of the auriculo-ventricular bundle of Tis to 

the muscle of the ventricles. In favour of the myogenic 
theory may be quoted the fact that the heart of the 
embryo chicken beats before any nerve fibres have entered 
it, and also the observations that stimulation of tlie 
ganglion cells of the heart does not alter its rhythm. But 
— a o peng no conclusive me either pad 
show w. er neurogenic or myogenic 

is most nearly correct; and the question is, perhaps, of 
academic rather than practical interest. 

We may take it as proved, then, that the rhythmical 
impulses to contract start in the sino-auricular area of the 
heart and travel to the ventricles by way of the bundle of 
His under normal circumstances. As it happens that in a 
good many cases of cardiac arrhythmia the irregularity of 
the heart’s action is due to pathological interference with 
the transmission of these impulses, it is advisable to give 
more carefal consideration to this area. In many of the 
lower animals, such as the frog, you will remember that 
the venae cavae join the heart by means of a chamber 
called the sinus venosus, and that the frog’s cardiac con- 
tractions start in this sinus. The human heart has no 
definite sinus venosus, but the analogous part has become 
incorporated in the wall of the right auricle, roughly 
corresponding with the area bounded by the superior vena 
cava, the inferior vena cava, the Eustachian valve, and the 
coronary sinus ; much of it is on the interauricular septum. 
The cardiac impulses originate here and travel to the 
auricular walls by small bundles of Purkinje fibres; 
they travel on to the ventricles by a single bundle 
of Purkinje fibres known as the auriculo-ventricular 
bundle, described first by Kent in 1893 and later 
in the same year by His. If this bundle of His is 
interfered with in any way, if it is cut across, or if it is 
invaded by fibrosis or destroyed by a gumma or other new 
po one gets a condition known as “heart-block.” In 

eart-block the auricles continue to beat at their normal 
rate, about 70 times in a minute. But the ventricles no 
longer beat in unison with the auricles, but at their own 
rate, which is from 28 to 32 beats per minute. When the 
bundle of His is only partially infiltrated and d 
the condition of partial heart-block results. So much, 
then, for the intracardiac mechanism whereby the impulse 
to ry oor yas contraction is originated and maintained in 
the . 

A few moments must now be given to the consideration 
of the extra-cardiac mechanism or control from the central 
nervous system, which regulates but does not originate 
the heart’s action. The nerve supply of the heart comes 
from two sources—the or tenth nerve and the 
sympathetic, both of which are normally in a state of 
activity, and continuously regulate the heart’s action. 
The vagus inhibits, slows, or weakens the contractions of 
the heart, causing a fall in blood pressure; it also lessens 
the conductivity of the heart muscle, preventing impulses 
from passing from the auricle to the ventricle, so that if 


‘the vagus is stimulated to a certain definite extent it is 


often possible to bring about a condition of affairs in 
which the ventricle only beats once to every two beats 
of the auricle—in other words, to establish a functional 
or neurogenic heart-block. The sympathetic nerves of 
the heart have the opposite action; when they are stimu- 
lated they quicken and strengthen the h beat, raise 
the bl pressure, and improve the conduction of stimuli 
from auricles to ventricles. Both the vagus and the 
sympathetic are under normal circumstances at work 
ting the beat of the heart, the us endeavour- 

ing to slow it, the sympathetic to make it faster, the 
balance between the two giving the normal rate of heart 
beat. It is by means of these two nerve supplies that 
the common reflex quickening or slowing of the heart’s 
rate occurs. Thus, severe pain causes reflex quickén- 
ing of the heart because the normal tonic i row 
impulses coming down the vagus are lessened, while 
the accelerati pathetic impulses are increased. The 
action of emotion and of other forms of sensation, and 
of gentle exercise in quickening the pulse-rate is similarly 
ex. Almost all the experiments on the mode of action 

of the heart and on its regulation by the vagi'and aympe 
thetic system have been made on animals, a asl of 
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the conclusions arrived at have been made from observa- 
tions in man. Bat there are certain drugs which stimu- 
late and others that paralyse the vagus nerve endings, and 
by use of these ia man it is possible to find out, in certain 
cases, whether the vagus is or is not responsible for changes 
in the heart’s rate of beating. The drugs muscarin and 
physostigmin stimulate the vagus and so bring about 
slowing of the heart. On the other hand, atropine, and to 
a less, extent curare, paralyee the vagus and prevent it 
from slowing the hear, and this action of atropine is 
sometimes useful to one clinically. For example, in some 
cases of irregular heart it is found that the subcutaneous 
injection of :35 or ¢o grain of atropine removes the 
irregularity for a time,and this is taken as indicating 
that the cause of the irregularity lay in the inhibitory 
action of the vagus, and not, for example, ia some lesion of 
the conducting fibres of the bundle of His. Bat it must 
be remembered that if the dose of atropine fails to 
regularize the heart beat, it may do so because the dose 
was not large enough to paralyse the vagus nerve endings ; 
hence isis not invariably safe to conclude that a cardiac 
arrhythmia is not neurogenic because it is not set aside by 
atropine. 
Having thas cleared the ground by considering the pby- 
siology of the heart's action and of its nervous control, we 
may go on to consider the various examples of cardiac 
irregalarity that one is likely to meet with in practice. 
As I have already said, the causes of irregular heart may 
be divided into two main classes : the intracardiac, or those 
arising within the heart; and the extracardiac, or those 
arising outside it. Most cases of cardiac arrhythmia are of 
extracardiac origin, and so these may be considered first. 
A certain number of perfectly healthy people seem to 
have natarally irregular hearts without ever having had 
any disease, either local or general, whereby the arrhythmia 
eau be accounted for. They & no cardiac symptoms, 
aud the irregularity of their pulse is generally found out 
by accident. It is presumably neurogenic in orgin. 
The nex¢ arrhythmia to which I wish to direct your atten- 
tion is the respicatory irregularity. We have already seen 
that in the majority of normal persons inspiration causes a 
uickening of the pulse, and expiration a slowing. This 
epends on two separate factors. It is due partly to the 
fact that inspiration increases the supply of venous blood 
reaching the heart by the venae cavae ; the act of inspira- 
tion increases the negative pressure or suction power in the 
thorax, and tends to draw venous blood into the right 
auricle, with the result that it fills up with blood more 
rapidly while inspiration proceeds, and the whole cycle of 
cardiac operations is thereby accelerated, while in expira- 
tion the converse takes place. But this is not the only 
factor concerned in the inspiratory quickening, for it is 
lessened or even abolished if atropine is given; the infer- 
ence from this fact is that a certain amount of vagus 
inhibition of the heart occurs during expiration in these 
persons. Ina minority of cases respiration has no effect 
on the rate of the heart, and in a few normal persons 
inspiration may cause slowing of the heart, and expiration 
quickening. This re:piratory arrhythmia of the heart is 
oftenest.and best seen ia children and young people, and 
is worth mention b:cause it is sometimes so marked and 
leads to so great an irregularity in the pulse that the 
patient is labelled “heart disease,” and treated accord- 
ingly. Bat such mistakes are not likely to occur if one 
remembers that they may be made, and the trae cause of 
the irregularity will be easily made out by observing the 
poles ‘aug respiration together, and noting how they vary 
together. 
Neurogenic arrbythmiae, the third group of the reflex 
arrhythmias, are still commoner than the respiratory. In 
certain patients almost any severe mental or sensory 
stimulation may bring on an attack of —_e or inter- 
mittent action of the heart. This is particularly so with 
nervous ani excitable psople. In many cases the patient 
will say that heor she has an attack of palpitations; but 
the two things are, not necessarily the same, for these 
reasons: On the one hand a patient may have palpita- 
tions—tha’ is to say, perveptible and painful cardiac 
action—without any change in the rate of the pulse; on 
. the other hand, patients may have an attack of rapid or 

irregular. pulse, without being aware of the fact. A good 
, many of these neurogenic reflex arrhythmias bave got 
. into the textbooks under the 





headings, “ Cardiac 


Neuroses,” or ‘Functional Affections of the Heart”;. 
many of them are associated with precordial referred 
pain, and it is often this pain that brings the cardiac 
arrhythmia to the patient’s notice. In certain patients 
it is some toxic influence that brings-on these attacks of 
intermittent or irregular action of the heart. The use of 
strong tea or coffee is an extremely common cause of 
irregularity of the heart in the edentulous middle-aged 
women and men who crowd hospital out-patient depart- 
ments and come up complaining of pain under the heart. 
One has known a great many middle-aged people, 40 years 
of age or so, who have had to give up taking afternoon 
tea because it so often brought on attacks of palpitation; 


and these attacks of palpitation are often accompanied by 


an intermittent action of the heart. ; 

Another toxic cause of intermittent heart-beat is exces- 
sive tobacco smoking, usually in young men, particularly 
when the smoke is inhaled. These patients often com- 
plain of faintness and dizziness with palpitations; either 
tachycardia or irregularity of the heart may occur, and 
physiological experiments go to prove that it is the 
nicotine in tobacco smoke that produces the disturbance 
of the heart, and that it does it by stimulating the 
sympathetic nerves—in other words, the accelerator 
nerves of the heart. The bad effects pass off as soon 
as the smoking is discontinued, and are not accompanied 
by apy permanent muscular weakness of the heart. 
Tobacoo heart sometimes occurs in older people, and 
may lead them to give up tobacco; but here the patho- 
logical picture is less simple, for these older patients 
often have arterio-sclerosis and high blood pressure, and 
very likely some sclerosis of their coronary arteries. So 
that it is not safe to say that the irregularity of the 
tobacco heart in older people is a neurogenic reflex as it 
is in adolescents; probably it is also due in part to 
myocardial changes in the old. 

he excessive use of alcohol is another common toxic 
cause of irregularity of the heart. 

In another large class of cases the neurogenic arrhythmia 
is due to reflexes from the viscera. A great many 
dyspeptics suffer far more from the painful irregular 
action of their hearts than they do directly from the 
indigestion that is the fons et origo of their complaint. To 
some extent the palpitations are caused mechanically; the 
stomach or intestines, or both, become distended with 
flatus and press the diaphragm upwards, embarrassing the 
action of the heart. Bat, in addition, there is a reflex 
nervous factor, abnormal stimuli spreading up by the 
vagus from the unhealthy viscera to the nucleus of the 
vagus in the medulla, and upsetting the action of the 
heart by means of impulses transmitted down the cardiac 
branches of the vagus. A similarly caused irregularity of 
the heart is not rare in constipation; in both cases suitable 
treatment does away with the arrhythmia. Other reflex 
arrhythmias are seen with meningitis, intracranial tumour, 
and in any condition ree amg Dae intracranial pressure, 
and the heart's action tends to slower and more inter- 
mittent as the pressure increases ; this is, no doubt, due to 
the increased stimuli descending from the vagus nucleus. 
The cardiac arrhythmia so common in exophtbalmic 
geitre may have two causes. On the one hand, the 
enlarged thyroid gland may press on the sympathetic in 
the neck and so lead to the transmistion of accelerating 
impulses to the heart. On the other hand, the victiio of 
exophthalmic goitre has an excess of thyroid secretion in 
his system, and this gives rise to a toxic irregularity of 
the heart. Auother and rarer cause of irregular heart lies 
in the common childish complaint of adenoids. Children 
with adenoids, as is well known, are liable to attacks of 
nocturnal dyspnoea, and probably some of these are 
Gus to irritation of a particular spot on the nasal 
septum opposite the middle turbinal bones. It is found 
that stimulation of this area on the septum brings about 
vagal inhibition of the heart, with consequent arrhythmia. 
A number of cases have been reported in which the cure 
of the local septal disease or the temoval of the adenoid 
growths have resulted in the disappearance of the attacks 
of cardiac irregularity. It is clear, then, that a great 
mapy cases of irregular heart may be explained as re- 
flexes from peripheral stimulation. The irregularity is 
usually in the general rhytbm of the heart rather than 
in its individaal.beate. That is to say, groups of rapid 
beats occur, preceded and fol’owed by groups of beats at a 
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normal rate, or slower than the normal]. As a rule, all 
the beats are about equal in force, and in most cases 
the arrhythmia becomes regular again when atropine 
is sae the cardiac terminations of the vagus are 

aral le 

. The diagnosis of these reflex arrhythmias depends upon 
two thinge. In the first place, an accurate history of the 
conditions under which it is observed must be obtained 
from the patient, when some reflex or toxic cause for the 
irregularity will very possibly be found. And, in the 
second place, a careful examination of the patient's pulse 
and heart must be made, to exclude organic disease as far 
as possible, and to find the characteristic irregularity of 
rhythm by groups of beats, and not by the interpolation 
here and there of single disorderly beate. If only it were 
possible, it would be an excellent thing to take polygraph 
tracings of ha pe in the jugular vein and carotid 
artery of the neck, and also of the inspiratory movements 
in all these cases. Buta good deal of time and skill are 
necessary to use the polygraph recorder, and much ex- 
perience is needed in the interpretation of the tracings 
obtained, so that for the. general practitioner the use of 
the instrament seems to be impracticable. So much, then, 
for the neurogenic arrhythmias, which form the largest 
and, from a clinical point of view, the least serious group 
of cases of irregular heart. 

We now come to the second group of arrhythmias—the 
vascular arrhythmias—and.they are very few in number 
and need not delay us long. In these the irregularity of 
the heart is brough’ about by interference with the passage 
of blood to it or from it. In certain rare cases of peri- 
cardial adhesions it happens that the newly-formed 
inflammatory tissue is deposited round the points where 
the superior and inferior venae cavae enter the peri- 
cardium, and it may happen that these adhesions are 
dragged upon at some phase of respiration so as to kink 
these thin-walled vessels and prevent the venous blood 
from reaching the heart in proper quantity. This will 
cause slowing of the heart and, if it happens during 
inspiration, will produce what was called the “ para- 
doxical pulse” by Kussmanl (1873), in which the pulse is 
slowed—and even a beat or two may be dropped—in 
inspiration, If the adhesions are between the heart and 
the anterior chest wall, according to Riegel, the pulse 
will be abnormally slowed in expiration. It must be 
rememtered that both Riegel’s and Kussmaul’s form of 
pulse may occur in normal persons. In a few recorded 
cases of dropping of the diaphragm, with or without 
enteroptosis, the heart has apparently sunk so low in the 
thorax as to drag on the arch of the aorta on inspiration, 
kinking the vessel and preventing the left ventricle from 
emptying itself, and so producing paradoxical pulse. This 
cause of irregular heart must be very rare. 

This brings me to the intracardiac group of cases of 
irregular heart—namely, those arising from lesions of the 
heart itself. The bulk of the work on this subject has 
been done in the last few years, and is due very largely to 
the clinical studies and stimulus of Mackenzie. It is to 
this group of cardiac arrhythmias that the more serious 
and more frequently fatal cases belong, for the condition 
is associated with organic disease of the valves or of the 
myocardiam, or of both. 

. We have already gone into the function of the bundle of 
His. Its duty: is to transmit the impulse to contract, 
which arises in the sinus region, from the auricles to the 
ventricles. Now the bundle may be the subject of either 
functional or organic disease, and may then partially or 
completely fa‘! to transmit these impulses to the ven- 
tricles, and if this occurs some form of cardiac arrhythmia 
is likely to result. To consider the irregularities caused 
by fanctional disorders of the bundle, it may first be said 
that digitalis, when pushed, may cause irregularity of the 
heart by lessening the condactivity of the cardiac muscle, 
and so preventiog the normal passage of the impulses to 
contract. Digitalis first acts on the heart by stimulating 
the vagus nerve and so slowing the heart; it also increases 
the force of contraction and the tone of the heart muscle. 
When given in these therapeutic doses digitalis slows and 
regularizes and strengthens the heart’s action. If the 
drug is pushed beyond these limits the heart beats faster 
and more irregularly. The reason for this, according to 
Cushny, is that the ventricle begins to beat with a rhythm 
of its own in Jependently of and in addition to the impulees 





to contract which it goes on receiving from the auricle. 
This stage of digitalis poisoning is sometimes seen in 
cardiac patients who are taking digitalis, and is, of course, 
an indication for stopping the exhibition of the drug, If 
given in larger doses still, italis produces extreme 
irregularity of the heart, absolute heart-block is estab- 
lished, and the auricles and ventricles beat quite inde- 
pendently of one another. In both there last stages 
a functional paralysis of the bundle underlies the arrbyth- 
mia produced. It is probable that a similar functional 
diminution in the conductivity of the bundle occurs in 
patients with slow or irregular pulee after influenza or 
acute fevere. 

If the bundle of His is seriously interfered with or 
destroyed by organic disease—for example, fibrosis, 
o— or other new growth—absolute heart-block is 
ikely to result, with slow or irregular action of the 
ventricles. In typical instances of heart-block the clinical 
picture produced is that of Adams-Stokes disease, or slow 
pulse—28 to 35 beats a minute—combined with syncopal 
attacks, when for a few seconds the heart ceases to beat 
at all, as it does from time to time. The diagnosis of this 
form of irregular pulse depends upon its occurrence in the 
form of a well-marked syndrome like the Adams-Stokes 
disease, on the one hand, and on the other upon the 
securing of evidence, best by means of jugular and carotid 
tracings, that the auricles and ventricles are not con- 
tracting in uniform succession, but independently of one 
another. 

Another category of cases of irregular heart is that in 
which the irregularity is produced by the interpolation of 
extra beats or extra-systoles into the otherwise regular 
action of the heart. The extra-systole is a premature 
systole-due to abnormal stimulation of the heart, and is 
followed by an abnormally long diastolic period. Extra- 
systoles occur in a variety of organic diseases of the heart, 
and probably always indicate myocardial disease or over- 
strain. Thus - may cause irregularity of the heart in 
patients with high blood pressure and renal disease in 
whom compensation is inning to fail, when they are 
perhaps due to failure of the left ventricle to empty iteelf — 
in systole, the residual blood acting as an abnormal stimu- 
lus, making the ventricles beat again, but more feebly, 
before the normal auricular impulse has come down to the 
ventricle. Such an extra-systole, arising in the ventricle, 
is known as “ ventricular.” In patients with mitral disease 
and dilatation of the left auricle the dilatation may cause 
the occurrence of “ auricular ” extra-systoles in an analogous 
way. It is the interpolation of extra-systoles such as those 
that make the pulse of mitral disease so irregular, and 
cause the sounds heard at the apex of the heart to be so 
very various and confusing in these patients. Many extra- 
systoles in mitral disease, particularly when they arise from 
dilatation or paralysis of the left auricle, are very feeble, 
and of short duration. They may be strong enough to 
open the aortic valves for a fraction of the normal time, but 
usually do not get up enough pressure in the left ventricle 
to open them at all. As I have said, there is always dila- 
tation of the left auricle in these mitral cases, and often 
the auricle is paralysed as wel]. This has been shown by 
tracings taken from a tambour introduced into the 
oesophagus and placed in contact with the, left auricle, 
and also by venous tracings from the — vein ; micro- 
scopically, the left auricular wall usually shows signs of 
fibrosis. The question as to what part of the auricle it 
is that originates these extra-systoles is much disputed. 
According to Mackenzie they arise because the automatic 
contractions of the heart cease to originate, as they 
normally do, in the sinus region, but start instead in the 
thickened middle part of the bundle of His known as its 
nodal point. 

The diagnosis of this extra-systolic irregularity of the 
heart depends upon the discovery of the appropriate 

hysical signs. The pulse is markedly irregular in both 
| sm ane and force. Sometimes the pulse is what is 
called a bigeminal pulse, when the beats occur in groups 
of two; sometimes it is trigeminal, when the rbythm 
consists of three beats close together and followed by a 
pause. Ifthe pulse is bigeminal one extra-systole occurs, 
and if trigeminal two extra-systoles occur, after each 
normal contraction of the heart. If one or two extra- 
systoles occur regularly after each normal contraction cf 
the heart, as a rule atropine does not abolish these extra 
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systoles, while it does do away, for the time, with 
neurogenic irregularities of the heart. ‘ 

A very similar i it occur in 
the left heart fails, dilatation of the 
and injury is thus inflicted on the bundle of His as well 
as on the auricular myocardium generally. The heart’s 
action becomes i in force and frequency, and 
extra-systoles occur justas they do in the cases of mitral 
disease already considered. This paralysis of the auricles 
occurs when the blood pressure within them rises to 
15-20 mm. of mercury. 

There is only one more example of irregular heart that 
we need consider, and that is the rare disease known as 
paroxysmal tachycardia, in which the patient is liable to 
sudden attacks of very rapid pulsation of the heart. Here 
the rate of the pulse, which was previously normal, 
suddenly doubles or trebles, and reaches 150 to 250; and 
at the end of the attack it is as suddenly halved or 
reduced to a third. It is this suddenness in the change of 
rhythm that is the characteristic feature of paroxysmal 
tachycardia. The tachycardia up to 140 that comes on 
in highly nervous or in convalescent patients on slight 
exertion or excitement is quite different, inasmuch as 
it comes on gradually and goes away gradually; it is 
neurogenic in origin and due to temporary loss of the 
vagus control. It is not possible to say with any certainty 
what is the mechanism of the arrhythmia in paroxysmal 
tachycardia. It may be due, as Mackenzie supposes, to 
a state of affairs in which the auriculo-ventricular bundle 
of His becomes more excitable, and initiates the cardiac 
rhythm instead of the sinus region. The heart muscle 
seems to be abnormally irritable, and it is possible that to 
some extent paroxysmal tachycardia is neurogenic. The 
whole subject of the diagnosis of these arrhythmias is 
extremely difficult, and Saprads in the last resort upon the 
interpretation of the pulse tracings obtained from the 
jugular vein and carotid . Ido not propose to go 
into the subject at all—you will find it discussed in most 
of the recent textbooks on heart disease, and also in a small 
special volume, which I show you, by Dr. Hay.’ 

As regards prognosis, one has seen a great many cases of 
mitral disease with irregular pulse live a quiet life for 
years without any marked symptoms or any deterioration 
of their condition. But the irregularity which comes on 
with dilatation and failure of the hypertrophied heart is 
usually of much more serious importance. 
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Tue title of this lecture may suggest to you that I have 
taken in hand an unduly vast subject, and, indeed, 
volumes might be filled—and have been filled—with a 
discussion of theory and practice in relation to tuber- 
culosis. Within the limits of an hour’s lecture I can only 
hope to draw your attention to certain points which seem 
to be of interest in this connexion. Since by “theory” 
we mean a connected account of the phenomena of the 
disease, unified by reference to the underlying cause at 
work, it is clear that our practice can only be looked on as 
scientific in so far as it is the outcome of, or at least in 
accordance with, the accepted theory of the disease. All 
other oe of treatment must be classed as merely 
em ° 

he theory of tuberculosis at the present day is, of 
course, founded on the discovery of the Bacillus tuber- 
culosis by Robert Koch, whose recent death we have to 
deplore. Where there is no bacillus there is no tuber- 
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culosis. On. the other hand, it is quite possible for the 
bacillus to enter the human body and yet fail to produce 
recognizable disease. There is, therefore, more than one 
factor to be considered, and we must not unduly concen- 
trate our thoughts on the bacillus and forget the patient 
whom we have to treat. Starting, however, with the 
bacillus, we know that it F sccm disturbances in the 
living body—the sum of e disturbances being the 
disease tuberculosis—by means of the poisons to 
which it gives rise, but about these poisons we 
know little or nothing. This may seem an unduly 
pessimistic statement in view of the existence of prepara- 
tions of poisonous bodies formed by the bacillus, to which 
the name “tuberculin” has been applied, and which can 
be submitted to chemical analysis; nevertheless it is not 
inaccurate, as may be seen by considering the nature of 
the principal tuberculins. The old tuberculin (T. or 
T.O.A.) is made by growing the bacilli in a fluid medium, 
filtering off the organisms themselves, and concentrating 
the filtrate to a small bulk. It thus contains the poisons 
formed by the bacilli in their growth on an artificial 
medium. It has been analysed, but the essential toxic 
principle is still undetermined, though the fever-producing 
substance is stated to be of the nature of an albumose, a 
body formed by breaking down of albumen. It is said that 
albumoses from other sources can induce the same rise 
of temperature in the tuberculous patient as does the 
albumose present'in tuberculin. It is unlikely, then, that 
the albumose here is the specific poison of tuberculosis, 
and no other toxin has been isolated. 

A peculiarity, indeed, of tuberculin is that it is not very 
toxic to healthy animals, whereas it is rapidly fatal in 
minute amounts to those which are infected with tuber- 
culosis. It seems that the essential poison of the disease 
is formed by the interaction of two separate bodies. Its 
action may be compared with the process which has been 
called “anaphylaxis.” If an animal is injected with a 
small quantity of the serum of one of another species, no 
harm seems to result; but if at the end of about twelve 
days a second injection of the same foreign serum is given, 
serious symptoms and even death may result. The nature 
of the phenomenon is not well understood, but it is likely 
that not only the action of tuberculin, but also the peculiar 
condition known as the “incubation period” of an infective 
disease, may be ultimately brought into relation with it. 

The second form of tuberculin (T.R.) is produced by 
grinding up the actual bodies of the bacteria, and dis- 
solving or emulsifying them with water; it contains the 
poisonous substances present in the bacilli. Its action 
differs somewhat from that of the old tuberculin, and it 
is therefore different in composition. Either it contains a 
different poison, or, if the same is present in both, its action 
is modified by mixture with other substances. Now if the 
poison formed ina culture differs from that extracted from 
the bacilli themselves, it is quite possible that the toxin 
formed within a living body, the actual poison of the 
disease, differs “from both, and we cannot say that we 
know anything definite about it. We know, however, 
some of its effects. On the one hand, it produces a local 
destruction of tissue, which usually takes the form of 
caseation ; and, on the other, it gives rise to constitutional 
symptoms, such as fever, wasting, sweating, and so forth. 
Possibly different poisons are at work in the two instances. 
The disease thus consists of two factors: there is the 
injury resulting from ual destruction of some organ 
necessary for life, and there is also a general toxaemia or 
condition of poisoning of the whole system. When the 
malady affects the lungs the destructive process is acting 
on a large organ, with a considerable margin of tissue 
beyond what is absolutely needed for ordinary use, so that 
the disease can go on for a long time without causing 
death. It is a more chronic disease than, for example, 
tuberculosis of the kidneys usually is. There are, of 
course, acute cases of spreading miliary tuberculosis of the 
lungs in which death is due to toxaemia. 

ow, with regard to the treatment of tuberculosis, two | 
courses are theoretically open to us—we may endeavour to 
attack and kill the bacillus, or we may devote our efforts 
to strengthening the resistance of the patient. Actually, 
the former course is impracticable. We cannot bring 
bactericidal substances into contact with the bacilli in the 
living body in: sufficient strength to kill them without at 
the same time killing the cells of the tissues. Attempts 
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have, it is true, been made from time to time to attack the 
bacilli directly, as for instance, by injecting chemical 
antiseptics into the veins, but the results were unsatis- 
factory. Recently some writers have en enthusiasti- 
cally of the administration of volatile antiseptics by 
inhalation, but theory forbids us to hope for any striking 
results from this method. If you consider that the germi- 
cide is mixed with air and thus passes intv the air-passages 
and out again, it is clear that it is only brought directl 
into contact with the lining membrane of the Seomalit an 
alveoli; it cannot reach the deeply-seated bacilli which 
are attacking the tissues, except in minute quantities 
circulating in the blood. The most that we can hope to 
effect is to sterilize the contents of the air-passages, or 
possibly to prevent the occurrence of laryngeal infection, 
it this is really brought about by direct inoculation from 
the sputum passing over the larynx. 

There remains, then, the second mode of treatment— 
the attempt to strengthen the resistance of the patient— 
and it is to this that all our proceedings are now directed. 
I need not trouble you with any detailed account of the 
factors in this resistance to infective diseases which have 
so far been discovered. There is the neutralization of 
toxins by antitoxins, the destruction of bacteria by 
chemical (/ytic) bodies, and the capture and digestion of 
germs by leucocytes, aided by those peculiar bodies in the 
serum to which Sir A. E. Wright has given the name of 
“opsonins.” An important factor of which we know 
practically nothing, and one which is probably of special 
— in tuberculosis, is the resistance offered by the 

8 of the tissues to the bacterial toxins. : 

Now in the case of other infective diseases it has been 
shown that antitoxic and bactericidal bodies respectively 
are formed in the blood in response to the action of the 
toxins and to the presence of the bacteria in question, and 
the opsonins of the serum are also produced in response 
to the stimulus supplied by the bacteria against which 
they act. There are, indeed, some opsonins, and also 
perhaps some antitoxins and bactericidins, normally 
present in the blood, but the greater amount is produced 
in response to the stimulus induced by infection or 
injection. The theory of vaccine treatment, as developed 
in recent times, depends on this mode of action. We have 
to ask, then, in respect to tuberculosis, whether we can 
raise the patient’s resistance to the disease by some such 
method. The attempt has, of course, been made by means 
of the different twberculins. The high hopes first excited 
by the announcement of the old tuberculin were doomed 
to disappointment, but the reaction which ensued 
probably went too far in the other direction. Much harm 
‘was done in those early days by the use of excessive doses 
of the remedy ; but since then we have learned wisdom 
and at least endeavour to follow the old Hippocratic rule, 
“Primum non nocere.” Still, we have to make use of 
doses which will have some effect, and I do not believe in 
the efficacy of such minute quantities as one sometimes 
sees administered—for example, ;5;555 mg. of T.R. We 
may start with such a dose as z5}57, and work up, 
perhaps, to 535 mg. 

The advice is generally given to use that dose of 
tuberculin which will just fail to give a recognizable 
reaction in the form of a rise of temperature. This is 
naturally a difficult rule to carry out, as, if a certain dose 
— a slight rise of temperature on one occasion, it 

oes not follow that it will do the same the next time it is 
administered ; yet it is only by obtaining a slight reaction 
and then giving a smaller dose next time that we can 
attempt to carry out the rule. I am inclined to think that 
the production of a slight rise of temperature is not a bad 
thing, supposing it does not exceed, say, 1° F., and that it 
falls again directly. The dose may repeated once @ 
week or once a fortnight, according to the results ob- 
tained, as seen in the general condition of the patient— 
temperature, pulse, appetite, weight, and so forth. The 
control of tuberculin injections by estimations of the 
Opsonic index, as has been suggested, is a complicated 
matter, since the estimations must be made regularly at 
fairly frequent intervals if they are to be of any value, 
and they must be made by a person skilled in this mode of 
investigation. Such control is clearly impossible in the 
case of the great majority of patients, and experience 
seems to show that it is not necessary. 

The form of tuberculin usually employed is Koch’s T.R., 
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but some physici er the preparation known as 
“emulsion of ili” Opi), in which the entire dead 


bodies of the bacilli are used as the vaccine. Other kinds 
of tuberculin have been devised, such as Béraneck’s and 
Denys’s. These are in specially convenient 
forms for administering graduated doses by means of a 
series of dilutions, and have been highly en of on the 
Continent, but they do not seem to have been used much 
in this country. ; 

As to the cases which are suitable for tuberculin treat- 
ment, it is difficult to lay down distinct rules, but for my 
own part I am not inclined to give tuberculin to febrile 
a. though some observers state that a diminution of 
ever may result from this treatment. Iam also i 
as to the value of tuberculin given by the mouth. At all 
events, as the pain of an injection is inconsiderable and 
action by this route is certain, this method is to be pre- 
ferred. In some forms of tuberculosis, notably those 
affecting bones and joints and the genito-urinary system, 
the results of treatment with tuberculin are very en- 
meee On the other hand, in pulmonary disease the 
remedy seems on the whole disappointing. There is a 
curious feature about tuberculin treatment which I cannot 
explain, and that is that while apparently existing disease 
may be favourably influenced and seem to be ne 

et some other focus may suddenly appear meanwhile. It 
is difficult to explain this on any theory of increased 
general resistance to the bacillus. 

An attempt to obtain an antitozic serum for tuberculosis 
has, as you doubtless know, been made by Marmorek, but, 
in pulmonary disease at ‘all events, it has proved a dis- 
appointing remedy. Even the exact nature of this pre- 
paration seems doubtful, as it seems, when injected sub- 
cutaneously, to cause a fall in the opsonic content of the 
serum, thus acting like tuberculin. It is not impossible 
that the remedy really contains a small amount of this 
substance, and that its action is due to its properties as a 
vaccine. In any case, its potency in pulmonary tuber- 
culosis is very small; better results seem to be obtained 
from it in disease of bones and joints, as with tuberculin. 
On the whole, we have to confess that specific remedies 
are diappointing in consumption. 

We come, therefore, to general measures for strength- 
ening the resistance of the patient—food, exercise, and 
sc forth. With regard to food, theory teaches us that 
protective substances are formed by the cells of the body, 
and that to some extent they are to be compared wi 
secretions. Now, for the formation of a secretion a 
plentiful supply of food materials must be brought to 
the celis of the gland concerned; and similarly for the 
production of antibodies good nutrition is required. No 
doubt the resistance of the individual cells to the destructive 
process to which I previously referred also requires the 
presence of adequate nourishment. We also know that in 
all febrile diseases there is an increased breaking down of 
tissue, shown by an increased excretion of nitrogen. The 
diet in tuberculosis must therefore be liberal. Fortunately 
in a great number of cases, even in the presence of fever, 
the digestion is still capable of dealing with ordinary 
viands, and we can give meat and other solid food freely, 
the condition thus differing from such diseases as the 
acute specific fevers, in which the patient can take little 
more than fluid diet. But, because we are endeavouring 
to supply plentiful food, we must not therefore loge sight 
of the ordinary principles of feeding—namely, that we 
must not administer more than the a organs can 
deal with or the system assimilate. the early days of 
sanatorium treatment it used to be the fashion to force 
upon patients enormous meals, insisting on the whole 
amount being swallowed even if the sufferer were kept 
at the table so long as almost to cause one meal to run 
into another. The consequences were the reverse of 
beneficial—the digestion was upset and nutrition suffered 
instead of being stimulated. Actually, one of the most 
important objects in the treatment of consumption is the 
keeping of the digestive organs in the best possible order ; 
they must not be overtaxed, but aided to work at 
pressure. The existence of a good appetite isa factor of 
importance, since it seems that the secretion of gastric 
juice is influenced by it to a considerable degree. | Thus 
it is that we find one of the most valuable aids in hos- 
pital work is the old-fashioned mixture of gentian and 
sods, which promotes appetite and helps digestion. The 
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addition to it of a few drops of tincture of nux vomica 
is often useful, as strychnine seems to act as a tonic 
to the nervous system, raising the vigour of the reflexes 
and counteracting the sensation of lassitude and de- 
pression. 

The food that may be given to the patient embraces 
practically all wholesome articles of diet, and need not be 
too carefully specified. In addition milk may be drunk 
both with’ and between meals, and some additional 
nourishment thus absorbed. Fats are useful if they are 
well tolerated, and may take the form of bacon, cream, 
and butter, as well as cod-Jiver oil. Recently some theo- 
retical suppor has been afforded to the almost universal 
— use of this last drug in tuberculosis. Dr. O. T. 
Williamson finds that the oil contains special fatty acids 
of the kind chemically described as “unsaturated.” These 
seem to have a definite effect in promoting nutrition, but 
in addition to this they may exert an action on the tubercle 
bacilli themselves. These organisms are provided, as you 
no doubt know, with a coat consisting of a peculiar form 
of wax, to which their special staining properties are due, 
and which protects them to some extent against the 
action of the vital fluids. Unsaturated fatty acids, 
according to Williamson, have some power of dissolving 
this coat, and so aiding in the destruction of the 
parasites. 

The question of the use of alcoholic drinks often comes 
up in connexion with the treatment of consumption. 
Prejudice apart, alcohol is undoubtedly a food, as it is 
capable of generating heat, and takes the place of other 
food material to some extent. It does not seem called for 
as a rule in pulmonary tuberculosis, but it is not specially 
contraindicated if taken in moderation. Some patients 
who have been used to taking a glass of beer or stout with 
their meals miss this if it is withheld; others find that 
this or a glass of wine is an aid to appetite and digestion. 
Here, as in other matters, case must be a law: to 


itself. The same may be said of tobacco. There are few 

psrsons to whom it does harm in moderation, and it is 

needless cruelty to deprive a consumptive of the solace of 

his pipe if he will only smoke the amount stipulated by 

me Lac ogee Cigarettes are usually forbidden, owing to 
e ha 


it of inhaling the smoke from them. Apart from 
this, they have no special demerit as compared with other 
forms of smoking. 

A patient treated by a course of plentifal, not to say 
forced, feeding will usually increase in weight, and this 
increase may as a rule be regarded as a measure of his 
-improvement. It is, indeed, the most important single 
guide that we possess, but by itself it is not sufficient as a 
true index of progress. The gain of —. is a proof that 
the tendency to wasting is overcome, and that the balance 
of nutrition is in the patient’s favour. But the gain is 
largely due to deposit of fat, and this is an inert tissue, 
not in itself indicative of health in a consumptive any 
more than in a healthy person. We must remember that 
the consumptive only differs in certain respects from the 
normal person, just as the temperature in disease shows the 
same diurnal variation as in health, and he must to agreat 
extent be jadged by the same standards. Too much fat 
is not advantageous. A consumptive person may be fat 
and yet be going downhill. 

Consequently a change has come over the spirit of our 
treatment, and whereas it was formerly the custom to 
treat cases of consumption almost entirely by rest, it is 
now recognized as advisable to give them an adequate 
amount of exercise. One wishes to get them into the 
best possible condition of general nutrition, not merely to 
make them heavier. The provision of exercise has now 
become almost a fine art in itself, and not only are 
measared and graduated walks ee out at the institu- 
tions for consumptives, but a scale of labour has been 
devised in which the patient advances from light garden- 
ing to hard navvy's work. At the exhibitions which have 
been held in different parts of the country you may have 
seen the different-sized shovels and baskets which are 
used to maintain a definite scale of progression from 
lighter to harder work. Much ingenuity bas been devoted 
to this subject, and there seems to be a tendency to 
ascribe an undue importance to this matter of work, as if 
> pee it constituted a specific remedy for tuberculosis of 

e lungs. 

‘This matter of practice is now supported by a new 





development of theory, by which it is taught that the 
effect of exercise is to cause a liberation of tuberculin in 
the patient’s system, and to this theoretical process the 
name of ‘autoinoculation” has been applied. The 
ground for the belief seems to be that exercise causes 
arise of temperature in a tuberculous patient, and also 
a fall in the opsonic index of the blood, just as an injection 
of taberculin does; therefore, it is argued, the process is 
the same in each case. Further (if we believe the enthu- 
siasts), not only is the process identical], but it is also 
different, in so far as the patient, as a result of exercise, 
is held to inoculate himself with ‘“ his own tuberculin,” 
which is of superior efficacy to a foreign tuberculin, 
inasmuch as it is the poison produced by the very race 
of bacilli which are attacking him, and so gives rise to 
exactly the kind of antibody required. The word “auto- 
inoculation” appears to possess a comforting sound, for it 
figures largely in most discussions on the treatment of 
tuberculosis in these days. It is well, perhaps, to bear in 
mind that it is largely a bypo'hetical process. A rise of 
temperature as a result of exercise oscurs in normal 
persons; and as the tuberculous person is one whose 
temperature is easily modified it may merely be that he 
exhibits this rise after exercise more readily than the 
healthy man. On the othr hand, the nature of the 
opsonic property of the serum is but little understood, and 
we must not build too much on it asa groundwork for 
theories. Whether this theory is true or not, it is certain 
that work is no more a specific remedy for consumption 
than is rest or cod-liver oil. It is very useful in suitable 
cases, but it may even do harm in others. This was 
forcibly brought home to me by the case of a young man 
whom I saw recently, and who went to a sanatorium 
where work was the order of the day. He was a thin, 
anaemic youth who had been a clerk in an office, unused 
to manual labour. After a few days of rest he was put to 
work, and as his temperature did not rise as the result of 
it he progressed through the different grades till he did 
the bardest work. His weight did roi improve (and he 
was a thin subject with room for improvement), and when 
I saw him after he left the sanatorium he reported that 
he had always felt that the work did harm rather than 
good. He went rapidly downhill subsequently. I feel 
sure that he would have had a better chance of recovery 
if he had been treated with much more rest and less 
labour. It seems likely that in this case a mistake 
was made in judging of the effect of the treatment by 
one test alone—that of its effect on the temperature. It 
was assumed that as he had no fever the work was not 
too severe. In estimating the course of a case of con- 
sumption we must take all the circumstances into 
consideration—weight, temperature, pulse, digestion, feel- 
ing of illness or health, and so forth. Each case must be 
the measure of its owa needs; there is no one remedy or 
regimen gonna to all. 

You will think, perhaps, that in insisting that there is 
no universal specific remedy for consumption I am ignoring 
the most important advance which has been made in the 
treatment of it—the use of fresh air. No one can question 
the enormous benefit that has been conferred on the 
sufferers from tuberculosis by this revolution in treat- 
ment. Patients were undoubtedly killed—their deaths were 
hastened—by the old-fashioned method of keeping them 
in hot, unventilated rooms, under the idea that a febrile 
patient was liable to catch cold from the least contact with 
fresh air, and that he must therefore be protected from it 
by closing windows and doors as barriers against the 
enemy. Naturally, the disease was then more rapidly 
fatal than it is now, and its mo-tality far ter. It 
must, indeed, have been fortunate for a tuberculous patient 
in those days to escape diagnosis, while now we devote all 
our energies to early recognition of the disease, in order to 
have a better chance of curing the sufferers. Fresh air is 
indeed a specific remedy for consumption, in so far as 
without it recovery is improbable; but the truer way of 
stating it would be that vitiated air is a direct poison to 
the consumptive, and that what we aim, at is the removal 
of this poison rather than the administration of a direct 
remedy. And it is becoming more and more widely known 
now that it is not only in consumption that fresh air is 
beneficial, but in all diseases. Acute pneumonia and the 
other infective fevers are all better treated in a plentiful 
supply of fresh air, and even in so apparently diverse 
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a condition as insanity it has been found that open-air 
treatment is often strikingly beneficial. 

With the advantages of open-air treatment are closely 
connected the subjects of sanatorium and climatic treat- 
ment of consumption. In the minds of many persons, 
indeed, open-air treatment is synonymous with life in a 
sanatorium, and it is hardly realized that patients can be 
treated except in an institution devised for the pur 
There are, indeed, certain obvious advantages attached to 
treatment in a sanatorium. In the first place, the building 
is adapted especially to the purpose of treatment. The 
rooms are spacious and the windows large; they are 
arranged so as to avoid any objectionable wind that may 
prevail, and to catch a goodly amount of sunshine when 
it is vouchsafed. There are grounds suitable for exercise, 
and often paths measured out so that walks of known 
length and of suitable degrees of incline may be taken by 
the patients. There may be arrangements for gardening 
and a graduated scale of work. Then the hours of rising 
in the morning, of taking meals, of resting and going to 
bed, are carefully mapped out, and the patient has to con- 
form to the ways of the institution in these respects. 
Finally he is under constant medical supervision: the 
state of his health is carefully observed and recorded, his 
temperature and pulse are taken at regular intervale, his 
appetite is observed and his meals are supervised, and the 
state of his bowels is regulated—in short, every detail of 
his daily life is controlled with a view to improvement of 
his health. In some cases the very association with other 
sufferers from the same disease may be of advantage; it 
may relieve depression and inspire hope—and there is no 
doubt that a contented, hopeful and determined disposition 
is of immense value in aiding recovery in this as in other 
diseases. 

Who, then, are the patients who specially need this 
treatment ina sanatorium? They are, first, those whose 
homes are insanitary or otherwise unsuitable for an open- 
air life—town dwellers who cannot afford to change their 
abode to some more suitable place; those who live in 
damp and swampy neighbourhoods; members of large 
families whose homes cannot be turned upside down, as is 
necessary for systematic open-air treatment; all who need 
definite stimulus to change their ordinary routine of life 
or who have not intelligence enough to carry out a scheme 
of treatment without constant supervision ; and, finally, 
those who, in this age in which self-control is so little 
cultivated, cannot be trusted to forego the pleasures and 
dissipations of life or to sacrifice any present indulgence 
for the sake of future good. All these need institutional 
treatment. But scarcely any sufferer from consumption 
would fail to derive advantage of an educational kind from 
a short stay at a well-managed sanatorium, as the details 
of treatment are much more readily impressed on the 
mind by practice than by precept. 

Apart from this, there is nothing in the treatment 
carried out at a sanatorium which cannot be equally 
well managed at home by those whose means permit. A 
shelter set up in the garden serves admirably for an open- 
air life; ordinary forms of exercise, such as walking and 
riding, will serve to keep down a tendency to mere forma- 
tion of fat, and will keep the digestion in good order—will 
effect the necessary ‘‘auto-inoculation,” if you prefer to 
put it in that way; ordinary diet and times for meals, with 
but few additions, are quite suitable; and the patient will 
still enjoy the benefits of home life and society. And we 
must remember that most sanatoriums refuse to accept 
patients in any but the initial stages of the disease; and 
this is ny the case with the institutions which have 
to justify their existence or advertise themselves by 
statistics of cures. It is difficult, then, or impossible for 
a sufferer with developed consumption to gain admis- 
sion to such a home, and we have to make the 
best of home conditions in his case. Even in such 
instances it is worth while to make every effort to 
obtain arrest of the disease; we should not p Bw even 
in cases which appear almost hopeless, and excellent 
arrangements can be made for such patients in their own 
homes by a little care and management. I have reason to 
remember the case of a lady who was found, after par- 
turition, to be suffering from unsuspected tuberculosie, 
which not only involved both lungs, but also the larynx. 
It seemed impossible that she should survive more than a 
few months; but, with a view to prevent pain in swallow- 





ing, the affected epiglottis was removed, and she went 
down to her home in the country and lived a strict open- 
air life. The trouble in the throat and lungs quieted 
down, and she was restored to a comparatively active life, 
living, I think, six years, and ultimately dying, not of the 
pulmonary disease, but of an outbreak of tuberculosis in 
the kidney and biadder. The case illustrates both the 
possibility of arrest of tuberculosis in apparently hopelers 
cases, and also the adequacy of an ordinary country 
house for all the purposes of open-air treatment. We 
have also to bear in mind that a person who bas con- 
tracted tuberculosis through living in unfavourable cir- 
cumstances—perhaps with insufficient food, in an insanitary 
house away from light and air—and whose disease has 
a aa -er owing to continuance of these conditions, may 

ve a better chance of recovery when placed in a suitable 
environment than one who has recently contracted the 
malady while surrounded by comfort and plenty. There 
is nothing more that a sanatorium, for example, can offer 
to the latter; he bas broken down in spite of all advan- 
tages, owing to complete lack of natural resistance. To 
the former, on the other hand, the new life of plenty and 
fresh air means a relief from the depressing factors which 
dragged him down, and offers a chance of fighting the 
disease on equal terms. But, unfortunately, a patient of 
this type often returns, when his disease has been arrested 
by treatment, to the same depressing conditions which 
originally broke down his resistance to the bacillus. Hence, 
too often the good done is done in vain, and relapse occurs 
within a short time of leaving the sanatorium and return- 
ing to work. It is clear that effective treatment of con- 
sumptive patients from the poorer classes must not begin 
and end with a temporary spell of open-air life, but that 
care must be exercised over such a man after his return 
to his ordinary life, to assure that his occupation and 
surroundings are not such as to endanger the newly 
acquired balance of health. At present this question of 
the after-care of consumptives is one of the most difficult 
which we have to solve. Ont-of-door occupations cannot 
always be easily found for such persons, and it bas even 
been argued that the best thing for the patient is to return 
to his old occupation, irrespective of its nature, so that be 
may not run the risk of semi-starvation while looking for 
a suitable job. The advice may be good as circumstances 
at present prevail, but it clearly is not the ideal course of 
treatment. 

Lastly, we come to the question of the climatic treat- 
ment of consumption. On the side of theory, we have to 
ask what exactly is meant by climate in this connexion— 
what influence on the disease can be exerted by mere 
change of locality? It is said that the actual proportions 
of the atmospheric gases—nitrogen, oxygen, and carbonic 
acid—vary a little at different parts of the earth’s surface. 
The density of the atmosphere, of course, varies with the 
height above the sea-level, mountain air Lage rarefied, 
containing a smaller number of molecules of gas in a 

iven volume. The air at high levels and in sparsely 
inhabited places also contains fewer germs than, for 
example, in towns, and these latter naturally contaminate 
their atmospheres with particles of soot and with chemical 
products of combustion (sulphuric acid and the like). 
Apart from this, places differ in their rainfall and the 
resulting humidity of the soil and the air; in their 
temperature; in the matter of the winds which prevail at 
different seasons, and the dust that these may carry; 
and in the amount of sunshine and cloud that may be 
expected. We can, of course, decide at once that the 
consumptive patient should not live in a large town if he 
can do otherwise, owing to the contaminated state of the 
air, and the difficulty of there leading a strict open-air 
life. There remains, for those who can afford to choose, 
the question of residence in a mountain resort, or at home 
in the country, or at the seaside, or the prescription of 
a sea voyage. Of course, there are many modifications, 
such as spending the summer in this country and the 
winter abroad. ‘ 

Speaking in general terms, consumptive patients seem to 
do better in fairly cold than in hot weather, and better in 
dry than in damp places. But there are exceptions to the 
former statement, at all events, and we have to jndge by 
our knowledge of individual cases what seems best in 
instance. It must be confessed that we often can only 
experiment carefully in the matter, and even those who 
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have devoted most attention to climatic treatment make 
mistakes in particular cases. A 
Mountain climates are usually colder than the plains, 
and the loss of heat from the surface of the body acts as a 
stimulus and promotes nutritive changes. At the same 
time the rarefaction of the air stimulates the respiratory 
system, and an actual increase in the number of blood 
corpuscles is said to occur, to compensate for the smaller 
amount of oxygen inhaled at each breath. Now it is clear 
that the stimulus applied needs a certain degree of vigour 
in the subject, if the reaction is to be complete and bene- 
ficial. This warns us that we must select cases for this 


treatment with some care. We should choose, if possible, 
those in whom the disease is not far advanced, so that they 
are not exhausted by it; young persons rather than old ; 
persons who appear comparatively robust and well 
possessing plenty of vitality and power of 


nourished, 
adaptation. 

Very much the same considerations apply in a general 
way to the choice of a bracing seaside place, but here the 
stimulus is less sharp, if it may be so expressed—there is 
not the rarefaction of the atmosphere to compensate, only 
the stimulus of bracing air. Not only early, but mode- 
rately advanced cases may do well in such resorts as our 
East Coast watering places, but for debilitated cases we 
must choose a time of year when the air there is warm— 
summer, not winter—though robust patients do well here 
in the winter also. For more debilitated sufferers who 
cannot endure cold, warmer spots must be selected, either 
on our South Coast or inland. (I speak of our own health 
resorts alone, for I believe that they are just as beneficial 
for consumptives as are places on the Continent.) Some- 


times this class can advance from a warmer to a more 


bracing climate as their strength improves. Persons with 
a weak circulation, shown by coldness and blueness of the 
extremities and feeble pulse, need warm climates. Those 
with weak digestions also seldom bear cold places well, 
and old persons have naturally less reserve power on which 
to draw. The existence of much emphysema of the lung 
usually contraindicates very bracing air. Nevertheless, I 
can only repeat what I said before, that each case is a law 
to itself, and advice is largely experimental. 

It has often seemed to me that we are too much inclined 
to recommend residence or wintering abroad, even in cases 
which are unsuitable. I have especially in my mind the 
case of a gentleman owning a large estate, who had fairly 
advanced tuberculosis and was sent by one of our climatic 
authorities to winter in Egypt. He went, but found the 
hotel life much less comfortable than his home conditions. 
The journeys to and fro were exhausting, and it took him 
a considerable period of time to recover from the ill effects 
of his expatriation. We have also to consider all the 
circumstances of our patients—their social proclivities and 
dislikes, as well as their physical conditions—and also the 
general amenities, if I may so express it, of the places to 
which we send them. The question of hotels ar lodgings 
is not an unimportant one, and the financial means of the 
individual sufferer bear largely on the question of the most 
suitable course for him to pursue. 

A sea voyage has been recommended for the cure of 
consumption from very early times and considerable faith 
is still placed in it by many. On board ship there is, 
theoretically, plenty of fresh air, of a bracing kind, which 
stimulates the appetite. Rest is almost enforced, for there 
is little opportunity of exercise. On the other hand, there 
is, in the first place, the risk of sea-sickness, which ma 
be very exhausting. There is the possibility of b 
weather, when the passengers are to a great extent con- 
fined below in somewhat defective conditions of ventila- 
tion; the food is often monotonous and unappetizing; the 
doctor on board may be somewhat of a novice; and on the 
larger ships there is also the temptation to more social 
gaiety than is suitable for an invalid. Here again we must 
weigh all the circamstances of each case, and not prescribe 
this mode of treatment indiscriminately. 

If I may sum up what I have been endeavouring to put 
before you it is that there is no specific remedy or uni- 
versal mode of treatment for tuberculosis of the lungs. 
Neither tuberculin, nor rest, nor work, nor mountain air, 
nor a sea Voyage, nor a sanatorium, is an infallible remedy 
to be administered to all, as we give quinine for malaria 
or mercury for syphilis. We have to study the individual 
patient, his circumstances and his idiosyncrasies, and, 





armed with this knowledge, to try to raise his resistance to 
the: bacillus and its poisons. Fortunately the human 
organism has considerable powers of resistance, if it is not 
debilitated by adverse conditions; and though we must, 
above all, endeavour to re ize cases early, before the 
disease has advanced far, yet even in advanced cases there 
is always hope of arrest of the disease or at least of a 
temporary reprieve and prolongation of life. 





A SERIES OF ONE THOUSAND INOCULATIONS, 
CHIEFLY IN PRIVATE PRACTICE.* 


BY 
H. WARREN CROWE, M.D.Oxon., 


YELVERTON. 


Amonest the many scientific achievements which have 
marked the opening of the twentieth century there is, 
perhaps, none which stands out so remarkably as the 
treatment of disease by means of vaccines. The medical 
world still waits to see the actual results of this new 
treatment before surrendering unconditionally to its 
claims. It seemed to me, therefore, that the publication 
of a series of 1,000 inoculations, tabulated without either 
suppression of unsuccessful cases on the one hand or 
italicizing of successful ones on the other, might be of use 
to the members of this society in assisting them to 
appraise the actual merits of vaccine-therapy w 
of the inevitable halo of romance which ever enshrouds 
a new thing. 

I do not propose to enter in any way on the technique 
of inoculation work, either by describing the methods of 
preparation of the vaccine or of determining the opsonic 
index, as these things are well described in other papers, 
but I should like to express my indebtedness to Allen’s 
book on the opsonic method of treatment, which gives 
such extremely lucid descriptions of all the laboratory 
technique involved, though one might suggest that in 
some respects the work is made unnecessarily laborious. 

As to the site of injection and method of sterilizing the 
skin, however, a word or two may not be out of place. 
The anterior surface of the thigh is the least painful, and 
in any patient who is at all needle-shy, I always inject in 
this region, varying each time the exact locality. Other 
situations are into the extensor surface of the upper arm, 
the deltoid, or into the skin of the abdomen, but I have 
usually avoided the conventional site, namely, that of the 
intrascapular region, as the skin is so tough that it is 
extremely difficult to avoid hurting the patient. Some- 
times I give the injection deeply into the muscles, some- 
times subcutaneously, but I do not believe the result is 
affected. One tries to avoid puncturing a venule, as this 
gives rise to an ugly looking bruise, owing to extravasation 
of blood under the skin. 

The vaccine is usually taken direct out of a stock bottle 
by plunging the needle of a sterile syringe through a drop 
ob lysol placed on the rubber cap which covers it. The 
amount required is withdrawn. A drop of pure lysol is 
then placed on the site of injection and the needle driven 
into the skin through the drop. This method, originall 
introduced, I believe, by Sir A. E. Wright, has prov 
quite safe. I have never known any local trouble arise at 
the point of injection as the result of sepsis. 

Wright's method is also used for sterilizing the syringes, 
oil at 140° C. being substituted for boiling water. This 
prevents rusting of the needles. The syringe with which 
I have operated latterly is one made by S. Maw and Sons, 
which screws into a metal case and can therefore be 
preserved in an aseptic condition. 

The vaccines have all been home-grown, with the 
exception of acne and tuberculin. The former I have 
never succeeded in making, and the latter is easily and 
cheaply purchased in bulk from the makers, Meister, 
Lucius,and Bruning. No vaccines have been adminis 
by the mouth. 

I have grouped my cases as far as possible under the 
causative germ, and have then divided each p into 
three classes, Alpha, Beta, Gamma. My reason for substi- 
tuting these symbols for the time-honoured “cured,” 
“improved,” and “failed,” or “died,” is that my most 
important work is in phthisis, and in this disease it is 

* Read before the Plymouth Medical Society, November 16th, 1910; 
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largely a matter of pious opinion whether a case is cured 
or not. At any rate, from recently published sanatorium 
statistics, is does not appear that all the cases which have 
figured on the books as discharged cured have entirely 
confirmed that judgement. I am certainly under the 
impression that the cases of phthisis which have been 
marked Alpha in my series are cured, but the time is too 
short to admit of a certain judgement being passed upon 
them. I prefer, therefore, to say that these Alpha cases 
fulfilled my most hopeful anticipations. The Beta cases 
did well at the time, but are known to have relapsed after- 
wards. The Gamma cases in phthisis did badly and died ; 
in other diseases, unless specially mentioned, simply failed 
to respond to vaccine treatment. 

Series I deals with cases in which the chief infecting 
agent was a staphylococcus. 

















SERIES I. 
nen : afin? 
Nature of Infection. | ee | Alpha. | Beta. Gamma. 
| Cases. | 

WER ae Um, Ma fhe tHe fou. Hikes wi 
Furunculosis | 7 | 7 _ os 
Acute otitis media 3 3 _ — 
Dermatitis 2 2 = ae 
Lymphangitis ... 2 | 2 — | _ 
Abscess 2 | 2 =e as 
Carbuncle... 3 | 3 _- _ 
Impetigo wx. 1 | 1 — -- 
Pyaemia .. 1 | _ 1 _ 
Acne 5 3 2 -— 
Suppurating eczema ... | 1 a 








In sueh a list as this, embracing as it does chiefly 
<ommon and curable ailments, it is certainly not enough 
to state simply the fact that so many cases were treated, 
and that such a percentage were cured; for, with the 
exception of acne and suppurating eczema, all of which 
had been extremely chronic and of long standing, there is 
no reason to suppose that the series of cases here 
enumerated would not have recovered without any vaccine 
treatment whatever. At the same time it is only fair to 
say that they were bad of their kind. In the staphylo- 
coccus infections, then, the length of time required to 
Attain a cure must be one of the standards by which the 
value of vaccine-therapy must be judged, and, I would also 
add, the extent of the damage done to the tissues. 

Bearing, then, these two criteria in view, I will run over 
the different infections treated. 

Whitlow.—Four cases, three on the finger and one on 
the great toe. Two of these I caught within twenty-four 
hours of the incidence. There was redness, swelling, and 
acate pain at night preventing sleep. In each case 100 
million of a stock vaccine was given, and the next day all 
Sign of the lesion had disappeared. One I incised, as pus 
was present, and had been oozing for ten days. Fifty 
million resulted in cure within forty-eight hours. The 
fourth was a bad case, with an open sloughing mass at the 
end _ the finger. Fifty million was followed by cure in 
@ week, ; 

Furuneulosis.—Seven cases. These had on the average 
two doses apiece, and in general I gave one of 50 million 
followed in three days by 150 million. ‘Three of the 
cases were extensive. These were free from their trouble 
in three weeks at the longest, the other cases were cured 
in less than a week. None have suffered relapse to my 
note, and all had histories of some considerable 

ime. 

Acute Otitis Media.—Three cases. One was a young 
man of 22, who developed the trouble after an attack of 
influenza, which was already complicated by dilatation of 
the heart. There was a scanty thick discharge. He 
complained of extreme aural pain and complete loss of 





hearing on one side, with diminished hearing on the other. 
Both mastoid processes were very tender, and his con- 
dition caused me considerable anxiety. He had five 
inoculations of an autogenous vaccine varying from 
50. million to 500 million during five weeks, when cure 
was complete and hearing perfect. The other two cases 


were in children, and I brought them to the notice of the © 


society last year. It will be remembered that the organism 
was a Gramming diplococcus, I believe an aberrant 
staphylococcus, and that though the children were 
very ill, and one of them had a quantity of pus over 
the region of the mastoid, and possibly antral infection, 
yet both recovered rapidly and completely within three 


weeks. The children were sisters, and developed middle- ~ 


ear disease as a result of a virulent “cold in the head.” 
I am at the present moment treating a case of chronic 
otitis media of several years’ standing in an adult who is 
stone deaf as the result of former catarrhs. The discharge, 
which was very offensive, ceased after the first dose of 
50 million of an autogenous vaccine of pyocyaneus, 
though it has recurred slightly from time to time, but the 
giddiness and pains in the head, from which the man 
suffered acutely, have completely disappeared. One can 
almost vouch for the effect of the vaccine in this case, 
as the symptoms reappeared, when, after the third 
dose, he refased further treatment, alleging perfect cure. 
Since then, on resuming treatment, the symptoms 
have again cleared up. The deafness has been in no 
way improved. ; 

Dermatitis —Two cases, both in children and accom- 
panied with the formation of bullae and in one of pus in 
the blebs. The first seemed to be cured after one dose of 
10 million—this an infant of twelve months ; the other 
required some six weeks’ treatment. 

Lymphangitis—Two cases, both acutely febrile, and 
each on the arm, arising from a small infection of the 
fingers. Both had but one dose, and the whole con- 
dition—original wound, axillary glands, and inflamed 
lymphatics—had become apparently well in forty-eight 
hours. I was much astonished at the result in these two 
cases, especially as it has been alleged that vaccine- 
therapy is only of usé in chronic infections. My experi- 
ence is rather that the more acute the condition the more 
dramatic is likely to be the result of an inoculation of the 
causative germ, provided only that the dose is approxi- 
mately correct. One would suggest that it should be so 
small that if can by no means add fuel to the fire, and 
increase appreciably the amount of toxin circulating i 
the blood, yet at the same time it must be large _— 
successfully to stimulate the organism to repel the 
invader. Every vaccine that is made differs, but, roughly, 
in acute disease I have found 50 million of staphylococci 
to be the right dose. In all acute infections it seems 
better to use a stock vaccine, one of which one knows 
approximately the effect of a given dose, than to give an 
autogenous vaccine, where the dose may be numerically 
the same, yet of yreat difference in toxicity. I am 
inclined to adduce the rule, “In acute disease give stock 
vaccines.” 

Abscess, Carbuncle, Impetigo—I have no particular 
comment to make on these, six cases in all, except that 
they all did well and seemed to heal quickly. 

Pyaemia.—One case only. I did not see that case, but 
prepared the vaccine and took the opsonic index regularly. 
I believe the medical man in attendance was satisfied that 
the vaccine had assisted greatly in the improvement which 
took place, though afterwards other conditions developed 
which proved fatal. 

Acne.—This is one of the original diseases treated by 
vaccines, and it is one of the most difficult to cure. A 
certain number of cases seem to do splendidly, with any 
vaccine you like to give them, either staphylococcus or 
acne, and these are the younger subjects, whereas others 
again are only relieved after a very prolonged course. I 
had one man under treatment for a year. He got well 
eventually after I had given him both vaccines combined. 


I have a case now on hand, a girl of about 25. I do not | 


know whether she will get well. She is peculiar in that 
she gets sharp reactions even from so small a-dose as 
1 million acne and 5 million staphylococcus. But as long 


as reactions occur, one is not inclined to give up hope. . 


The great secret, I believe, is to find the ideal doze and to 
stick to it. 7 


, 
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SERIEs II, 
Infections by the Streptococcus, 





! 
Number 
of 


Nature of Infection. Alpha. Beta. Gamma. 


Cases. 





Septicaemia pee | oe 2 2 F _ 
Wound infeciion oe 1 om _ _ 
Nasalcatarrh .. ... 1 _ — 1 
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Streptococcus is one of the most difficult germs to work 
with, but it is well worth the labour. Although the cases 
are small in number, the results correspond with such as 
have been published in the quite dramatic success which 
has attended their administration in acute conditions. 

‘It was due to the streptococcus that I first embarked 
on this line of work, and possibly that accounts to some 
extent for my kindly feelings for this virulent germ. 

-The following are the details of two cases : 


1. A woman was run over by a motor bus with some twent 
people in it. The car passed over both her legs, and, thoug 
it caused a very great amount of laceration of the tissues, yet 
no bone was broken. 1 attended the woman for some time, but 
the damaged tissues broke down, the inflammation extended, 
and er was confronted with a leg which.I can only 
describe as a bag of pus from end to end. I tried my best to 
yer ee e, but the temperature continued to rise, and 

decided that the only chance to save the woman’s life was to 
¢all in a surgeon to amputate. I had sent some pus up to Dr. 
Freeman at St. Mary’s Hospital, and he reported a streptococcus 
infection and advised a vaccine. This he kindly prepared, and 
I had given the patient half a million dose without apparent 
effect. .At this time she was very bad, with a temperature 
remaining about 104°, and in a a septicaemic condi- 
tion. Two days later, in accordance wit Dr. 
tions, I gave 3 million. At her husband’s special request 
I consen to wait three days before resorting to radical 
measures, though it was not without extreme anxiety and 
misgiving.. On the third day I found, to my relief, that the 
Cosmas i ey ‘ ag a to ee. where it 

mained, except for a slight rise about a wee ter. The le 
proceeded to heal most satisfactorily. . 


I firmly believe that in this case the vaccine not only 
saved the woman’s leg, but probably also her life. 


2) My other case of septicaemia was in a boy of 10, who 
developed acute pain in the ear after an operation for tuber- 
culous glands. The abscess broke and a streptococcus was 
found in the discharge. Notwithstanding free drainage he con- 
tinued feverish. Symptoms of septicaemia pS ara s and I con- 
sidered his condition precarious. He was given two doses of 
half. a million .each at an interval of three days, when the 
tempeentare dropped; after a further 1 million the discharge 

red up. 


The wound infection was a psoas abscess associated 
with high fever. The vaccine was of great benefit. This 
case is noted as a cure under tuberculin. 

The nasal catarrh was apparently caused by an extremely 
lang streptc C No conceivable dose had any effect 
whatever. This case was a complete failure under my 
treatment. 


reeman’s direc- 


SERIES III. 
Infections due to B. Coli Communis. 
] 





| Number 
Nature of Disease. | ene 





Nephritis ... 
Mucous colitis ... 
Ischio-rectal abscess ... 


Appendix abscess 








6 me 





All the above rather varied cases began treatment under 
opsonic determinations, as I found it easier to arrive at an 
effective dose through this means. In some cases, which 
seemed particularly wayward, indices were observed 
— I find that the most usual dose was from 2 


Nephritis.—Three cases. Tenderness in the loin, an 
enlarged kidney, and coli bacilluria. Two uncomplicated 


_and the constant hawking diminished 





cases got well, but oue in which the kidney was also 
tuberculous relapsed after a few weeks’ inoculation and 
eventually died. 

Mucous Colitis.—My single result conforms to the state- 
ments of others: temporary improvement, amounting to. 
freedom from mucus and pain; relapse; vaccines then 


useless. 7 

Ischio-Féctal Abscess—This had been operated upon, 
had become chronic, and refused to heal. Vaccines were. 
immediately successfal. 

Appendix Abscess.—l cannot claim this case in any way 
as a triumph for vaccine-therapy. I do not know what 
effect the vaccine had, but at the operation, within forty- 
eight hours of the commencement of an acute attack, a 
dirty, sloughing appendix bathed in foul pus was removed, 
and I made a vaccine from a scraping of the organ. Two 
doses were given and it seemed possible that the post- 
operative temperature, which subsided six hours after the 
first dose, had been favourably influenced. On general. 
grounds one cannot but feel that in every case of this kind, 
where large amounts of pus are found in the peritoneum, 
a vaccine should be prepared and administered as soon as 
possible, when I venture to think that the accident of fatal. 
peritonitis would seldom if ever occur. In my case the- 
child recovered without incident, but so she probably 
would have done without the vaccine. 


SERIEs IV. 
Infections of the Respiratory Passages other than Tuberculous, 
and Caused by the Pneumococcus, M. Catarrhalis, Bacillus of 
Friedlénder, and the Bacillus of Influenza. 





Number 
of 


Nature of Disease, Alpha, Beta. 


Cases. 





Nasalcatarrh ... oth 2 2 


Bronchial catarrh with 
emphysema ... ae 5 4 — 


Unresolved pneumonia 1 z ea ae 





8 7 0 1 

















Nasal Catarrh.—These two cases did well. One was 2 
chronic case of twenty years’ standing, in which the infec: 
tion was by Friedlinder’s bacillus; the frequent colds ceased, 
greatly. The other 
case was associated with hay fever, and began with an 
attack of influenza four years previously. From this 
potential “carrier” the B. influenzae was isolated. 
existed, apparently, in almost pure culture (with just & 
few M. catarrhalis), A vaccine from the former no 
effect, whilst the latter succeeded. This case bears out 
Allen’s contention that the B. influenzae requires another 
germ to assist it in its growth, and that its injurious 
qualities depend on the existence of this symbiotic 
companion. 

Bronchitis and Emphysema.—Of the five cases two were 
infected with the pneumococcus alone, two by the M. 
catarrhalis, and one by a mixture of both, together with 
Friedlinder’s bacillus. All did well with the exception of 
one case, a very “dry” case, in which the sputum was. 
extremely scanty. This case did not respond at all to- 
vaccine treatment. I would regard such a “ dry” case as: 
unfavourable on general grounds. I was delighted with 
the improvement shown by the other patients, and my 
results fully bear out those of Carmalt Jones. It is so 
seldom that one can do anything to —— the distressing 
cough and“dyspnoea which periodically prostrates these 
unfortunatés.“ One old gentleman was so dependent on- 
his vaccine that when he went abroad for the winter he 
took some doses away with him and used them as required. 
In a few months he sent fora fresh supply. I would 
strongly recommend this treatment in cases of “ cardiac- 
asthma,” where bronchial secretion causes discomfort. 

Unresolved Pnewmonia.—One case. HereI found Fried- 
linder’s bacillus in pure culture. I gave two dores of 
50 million and 100 million respectively with an interval 

. ’ The whole condition cleared up within 
orty-eight hours after the first inoculation; although the 
man had been in bed for a fortnight with high tempera- 
ture, and extreme dyspnoea on the slightest movement. 
He was in fact very The whole of the right chest was. 
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involved. I would like to draw special attention to this 
case, for the reason that the causative germ was that of 
Friedlinder. I have made many vaccines from growths 
of this bacillus to combat secon infection in phthisis 
and always with remarkable benefit. From my own 
experience I would say that to find the Friedlinder 
bacillus roe is sufficient ground on which to base an 
a prognosis — Mctrag goes. 5 Farther, ~~ 
the vaccine is easy to prepare, opsonic ; Casy 
determine, and the results are so favourable, it is not sur- 
peeing thit this particular germ should be a general 
avourite amongst laboratory workers. 


SERIES V. 
Infections by the Tubercle Bacillus. 











Locality. besa Beta. | Gamma. watet 
| Cases. | Treatment. 
Garynx ... | 1 gees salsa | aie 1 
Skin (Bazin’s disease) | 1 1 ia | a an 
Kidney ... 2 _ 1 | 1 => 
Peritoneum ... N 3 3 ee ee oa 
Glands ... .| 4 | 4 =~ = Pe 
Mastitis ... ghee: $e OD waed pes ay - 
Bones we | 5 Re 1 | 2 1 
Dungs .. ws | 20 | 7 3 | 5 5 
37 ic) FF 5 8 7 











Laryngitis—A single case. The man is steadily im- 
proving under the treatment which I have described for 
phthisis. No silence treatment. 

Bazin’s Disease.—One case, which showed two or three 
ulcers on the legs. It was of long standing. At Mr. Penn 
Milton's og est I gave the patient, a young woman, two 
doses of T.B.E. :5$55 and 755 respectively. The ulcers 
healed up very quickly, but whether post hoc or propter 
hoc I should not care to say. This is the only case (save 
‘that of mastitis shortly to be mentioned) in which I ever 
gave any form of tuberculin except T.R. and its bovine 
equivalent, P.T.R. 

Kidney.—T wo cases. Both did fairly well, and seemed 
to encourage one at first, but later relapsed. One died. 
I am not favourably impressed with the benefit of tuber- 
culin in kidney disease ; at the same time, the cases I had 
were very advanced. 

Peritonewm.—Three cases. In contradistinction to the 
foregoing, I found disease in this region most rapidly 
inflaenced by vaccine treatment. One of the cases was 
remarkable. When I began tuberculin his condition was 
most precarious. He had had uncontrollable diarrhoea for 
weeks, was extremely weak, with a rapid pulse, slight 
fever, and extreme. anaemia (blood count 14 million 
reds). From the first dose (:57555 T.R.) he began to 
improve and is now in splendid health, though he had one 
‘severe relapse, owing, I believe, to his ceasing treatment 
too soon. That, of course, is the main difficulty in all 
forms of tuberculosis, that patients will not submit them- 
selves to treatment for a sufficient time to eradicate the 
disease. I told this man that, as he was unable to take 
more than ;;455 mg. without an unpleasant reaction, he 
‘ought to continue, but he was obdurate—quite jeertain he 
was cured—" Why, he could walk six miles!” Six months 
later he paid the penalty with a severe relapse, which 
I thought would have finished him, for even infinitesimal 
doses of tuberculin caused alarming reactions. His blood 
count was lower than before. Then I tried “soamin.” 
This drug seemed to act like a charm, and in a week or so, 
on returning to tuberculin, he made steady progress, and 
‘did not cease treatment until he had been given three 
successive doses of ;;5, mg. without alteration in the 
opsonic index. At such a point I considered it safe to 
‘relinquish inoculations. He has not as yet had a relapse 
(some six months). 

Glands in the Neck —These cases do uniformly well 
‘under inoculations, but I am not convinced that this 
method is the most appropriate. Cases treated by “ auto- 
inoculation ” alone appear to have got well quicker. The 





——— 
procedare is simply to examine the s thoro ° 
about once in ton dive, at the pees tees tae 
induce a fair reaction, by rather prolonged manipulation, 
eS en ee it is essential not to rub the 
glands when w: ey was astonished in one child to 
see several size of walnuts disappear after 
the third rubbing—that is, within a month. At the same 
time daily massage is most pernicious. The following 
case illustrates this. 

Mastitis.—Some of the members of the society will 
remember a bic Agee I brought before them with 
tuberculous masti Both breasts were affected. She 
had at one time been treated by daily massage. The 
effest was disastrous; and in a short time the mammae, 
together with the glands, were so enlarged, a 
portion was removed operation. The explanation 
probably lies in the fact that at each rubbing an “ auto- 
inoculation” is induced, and before the phase of reaction 
with swelling has passed off a further reaction is set up. 
The immunizing power of the patient is exhausted 
this rapid stimulation, and thus, in the absence of anti- 
bodies in the serum, the disease is able to advance 
unchecked. The patient got perfectly well, and is now 
district nursing. 

Bone Disease.—Five cases; three of spinal caries, one a 
tuberculous ankle, and one hip-joint. The last is still 
under treatment, doing well. Such statistics as I have 
read seem encouraging, but my own experience is varied. 
True that, on the whole, the cases have been bad, but two 
out of five failed to respond to treatment in any way. One, 
the ankle, I treated at a comparatively early stage, but 
without effect, as the joint steadily grew worse, until 
first an arthrectomy was performed and finally the foot 
was amputated. Fortunately this last measure freed the 
Lse-yrerhetr pe cy ge I also lost a spinal case, which I 

hoped would do well, since another similar one had 
recovered after having been at death’s door. One.cannot 
help thinking that age bas a powerful bearing on prognosis 
in these conditions. The cases which do best are the 
youngest. In all these bone diseases and also in lang 
rouble I have generally used vaccines prepared from any 
secondary infection that may be present in addition to 
tuberculin. 

Phthisis.—Twenty cases. Five of these were desperate 
when they came to me and ran a downhill course from the 
beginning. Ten were unfavourable cases. In only 5 was 
the es good. Of these 5, 2 are not classified under 








any letter, as they are still under treatment; one comes 
ie: Sn “ Beta ’—a woman of over 60, who under uo circum- 
stances could lose her infection, Bi for whom the pro- 
gnosis in re to expectation of life seemed reasonably 
ood; and the rary. 2 are included in the “ Alpha” 
ist. Thus, of. the 7 “ Alpha” cases, only 2 seemed likely 
to recover under open-air treatment alone. 

I feel that I can honestly claim that in a large number 
of my cases, and especially in these 5—unfavourable and 
yet I trust “cured” cases—tuberculin has done for them 
what no other treatment could have done. Such treat- 
ment had been tried for periods varying from six years to 
eighteen months without improvement. 

That the inoculation of phthisis is difficulé no one who 
has tried it will deny; but why it should be more difficult, 
or why it is that one is more often faced by undesirable 
reactions in this disease than in any other, is a problem 
which is still far from solution. Une can assert with 
confidence that there is a remarkable and distinct differ- 
ence in the way in which the system responds to tuber- 
culin, agcordingly as the disease affects the lungs or other 
parts. In the first place, minute doses, even as small as 
one-millionth of a milligram, may cause the tempera- 
ture to rise. Secondly, the opsonic curve which follows 
an inoculation pursues a course peculiar to this condition. 
Lastly, the same dose at different times, or after bein 
repeated without harmfal effect or reaction of any kind, 
may without warning result in a prolonged rise of tem- 
perature and distressing symptoms. Elsewhere I have 
attempted to explain these untoward reactions, which are 
usually, mark you, delayed several days after the dose, by 
the estion that, since the tuberculin causes a hyper- 
aemia of the diseased area—and this is a well- 
autoinoculations occur as the 

Many facts seem to 
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in these cases a double curve—a primary wave, due to the 
inoculation; and one or more secon: curves, due to the 
incidence of autoinoculations. Fortunately, these reac- 
tions are not fraught with so much anxiety as formerly, as 
it is possible to bring them to an end by a dose of bovine 
tuberculin. ; 
This question of the bovine and the human strain is at 
the moment agitating the medical world, and whether one 
should use a homologous vaccine, or whether it is an 
advantage, as is claimed by Nathan Raw and by Camac 
Wilkinson, though on widely differing grounds, that the 
appropriate. tuberculin to combat infection caused by the 
tu e bacillus typus hwmanus is that manufactured 
from the typus bovinus, remains still unsettled. According 
to some searchers there is no difference between the 
y ee varieties, but these are now in a minority, and 
ion is, I think, overwhelmingly in favour of the view 
‘that the bovine and the human tubercle bacilli belong to 
‘two separate and distinct varieties. The method I have 
used in the cases I am now bringing forward is that 
advocated in the Lancet of April 23rd, 1910. I would like, 
‘however, if I may be permitted, to advance the suggestion 
_ that larger doses of tuberculin than these should be more 
‘efficacious if they could be given without acute reactions. 
Perhaps a way may be found to control these reactions, or 
‘ rather to prevent them, but until that time comes I can 
recommend my method with complete confidence to any 
medical man, whether he has experience of inoculation 
work or no, as being reasonably safe and most unlikely to 
result in harm. ‘ 
Before closing my remarks there are two points I should 
like to touch upon. 
The first is that I do not think it can be too often 
insisted upon, notwithstanding all that Spengler and 
‘ Wilkinson may say to the contrary, that in the hands of 
the ordinary medical man there is grave danger associated 
with the exhibition of tuberculin in phthisis whilst 
patients are walking about and pursuing their ordina 
avocations. It is only a matter of common sense after all. 
Tuberculin causes hyperaemia, and the more hyperaemic 
the lesion the more easily will a dangerous autoinoculation 
be induced by exercise. True the cure may be through 

‘ autoinoculations; but if autoinoculations be allowed to 
become excessive, as they will become excessive if tuber- 
culin and exercise are combined, then inevitably will the 
disease extend. 

The second point is as to the length of time that it is 
necessary to continue treatment. Too little is known of 
the diagnostic tests of Calmette, Wolff-Eisner, Moro, and 
v. Pirquet, to adjudge their value as trustworthy guides on 
this question. ‘Iwo excellent indications, however, remain 
to us, and both should be utilized before giving a definite 
opinion : 

1, The patient should be able to take ;;',; T.R. without 
any effect noticeable, either in the temperature or in the 
opsonic index. ' 

2. After sufficient exercise to cause.thorough exhaustion 
there should be no sign of an autoinocolation; that is. to 
say, that the opsonic index, a far more reliable test than 
any subjective sensations and many times more delicate 
than the temperature—the opsonic index should not 
fluctuate. 

One example of this and I have finished. A boy, whom 
I had considered cured, remained well for three months, 
then had an attack of influenza. After recovery the 
temperature remained above normal. The parents, afraid 
of a recurrence of lung trouble, kept the lad in bed. 
T ordered him to get up, to walk about for such time’as 
might cause him to be fairly tired, and to send me speci- 
mens of blood taken before and at varying intervals after 
the exercise. I found no alteration in the index to tubercle, 
and I ordered him to disregard his temperature and to get 
up every day. The result. justified this decision, for the 
temperature came down to normal after a few days, and in 
& short time be was able to return to school. The other 


day I heard that he had just won a quarter of a mile 
race. 


{ 








THE next mnoting of the German Psychiatric Associa- 


tion will be held at Stuttgart on April 21st and 22nd, 1911. 
Among the communications promised is one of methods of 


feychological investigation by Professors Kraepelin of 
Munich and Sommer of Giessen, ; 





TYPHOID INFECTION. 


BY 


JOHN ARTHUR MILLS, B.A., M.B., . 
B.Cu., B.A.O., 
ASSISTANT MEDICAL OFFICER, DURHAM COUNTY ASYLUM, 


TypHor fever is more common in autumn, and in conse- 
quence has been called “ autumnal fever.” There must be 
a reason for its prevalence at this season. 

The rains of this time of year, as favouring the passage 
of the typhoid bacilli into sources of drinking water, have 
been assigned as a cause. But heavy and continued rain- 
fall is common at other periods without a greater incidence 
of this disease. Such an explanation cannot, therefore, in 
itself be correct. Again, it may be said that the tem 
ture in autumn is more favourable for the growth of the 
bacilli in media such as water, milk, and other everyday 
foods. This is not so, for typhoid bacilli grow best at- 
-37° C., or about blood heat, which is a temperature belong- 
ing to the summer months. (Typhoid bacilli do not grow: 
below 9° C. nor above 42° C.) 

The fall of the leaf and fruit, it is conceivable, might 
produce decompositions favourable to bacillary growth; 
but here again the temperature would not be suitable. 
Flies, it is known, can and do convey typhoid; their 
number, however, decreases at the end of summer, and 
as a rule they are few and far between in October and 
November. Pik 

Another possible factor may be suggested: It is in 
autumn, when the grain has been gathered and as winter 
-approaches, that rats and mice leave the fields and make 
for human habitations. One means by which they obtain 
entrance—as a matter of common observation—is by 
drain and sewage passages, especially if these be defective. 
(Rats themselves are apt to cause leakages and defects in 
improperly constructed sewage passages.) 

Granted the existence of people with actual typhoid, or 
of human typhoid carriers whose excreta is among the 
sewage, where the rats live, and which it is possible they 
devour, it is easy to see how millions of bacilli may be 
present on the body, feet, jaws, and tails of these rodents, 
whereby food and drink may become directly as well as 
indirectly contaminated. 

In addition typhoid bacilli may exist in the intestine of 
mice and rats, and their excreta in turn be a source of 
infection. (Proof of the latter assumption might be sought 
in bacteriological examination of the droppings and in- 
testinal contents of animals in a typhoid area, and experi- 
mentally by feeding rats with typhoid germe.) 

In this connexion it is interesting to note that the 
virulence of 'a great number of organisms can be increased 
by the passage from one animal to another, so that an 
attenuated and comparatively harmless growth of typhoid 
might, through the agency of a rat for instance, become at 
any time virulent and highly infective. Conveyance to 
fingers is probable, nor is the distance from there to the 
milk pail far. 

Dr. J. Clements, Medical Officer of Health for Becken- 
ham, Kent, is responsible for the statement : 

Tapped is a pure filth disease, and wherever there are 
facilities for human excreta to be carried to food and drink 
there cases of enteric will occur. 

He further mentions in one of his reports that Dr. 
Robertson, of Birmingham, has grown typhoid bacilli from 
one season to another in the soil of a field. 

Mr. Anderson, clerk of works at Durham County 
Asylum, bas several times seen rats go up and down the 
pans of closets in the lavatories, and the workmen, on 
questioning them, have seen the same. There have been 
sporadic outbreaks of typhoid at that asylum for 
several years. Since 1896 the number of male cases 
recognized and notified has been 22. Fifteen of these were 
not over 30 years of age. Similarly the number of female 
cases has been 17, of whom 8 were not 30 years of age. 
The females do no outside work. Some of the above are 
traceable to workers on the sewage garden; some are 
traceable to direct infection from one patient to another; 
several have this in common that they slept in a large 
upstairs dormi accommodating seventy patients; it is 
more recently built than most of the other ey of the 
asylum, it is well provided with closets, and is and has 
been free from rate. . 
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Explanations of this dormitory being a focus of infec- 
tion are: 
1. Some e the sewage garden workers have been accustomed 


to sl in it. 

2. Most of the recent admissions sleep here, among whom 
there might be at times an undiagnosed case of enteric whose 
delirium was mistaken for insanity. 

3. The presence of typhoid carrier or carriers. Five isolated 
outbreaks have occurred in patients or attendants connected 
with it since January, 1905, the last of which was an attendant 
avho died from be epee in October, 1910.. One of these cases, 
however, worked in the sewage garden. 


Several of the remaining outbreaks show an association 
with rats. ‘The Winterton division, where there are 
between 500 and 600 male and female patients, is about 
five minutes’ walk from the main asylum. It is sur- 
prisingly free from flies at all times. The same cannot 
be said of rats, No. 3 female ward in particular being 
infested ; recently there were two rat-holes leading into it. 
The nurses have on many occasions seen rats run into the 
drain-pipe from the lavatory. The ward is a large one, 
with accommodation for 80 patients, about half of whom 
are epileptics. About 10 per cent. only are females under 
30 years of age. Three separate outbreaks have occurred 
here since 1896—A. S., aged 23, notified October lst, 1903; 
3 cases in the summer and autumn of 1905; 1 case, S. A. S., 
aged 24, who died October 30th, 1910. With the excep- 
tion of a small, recently-built infirmary, which is free 
from rats, No. 3 female ward is the nearest to the 
— P cmompesten ep being P agen 500 _ 
where there are pipes discharging sewage from it 
and the other wards of this division of the asylum. 
The sewage appears to be a good breeding place 
for rats, as many as eighty being killed in it within a week. 
There are numerous rat-holes in it and the adjoining 
fields at the present moment. 

In No. 2 female ward, at the main asylum, a consider- 
able distance from the above, a nurse aged 26 years was 
notified on November 26th, 1909. Following on her at 
intervals 4 new cases occurred in the same ward, the last 
in October, 1910. 

Daring ee rats have been frequently seen in the 
ward, especially in the scullery. The lavatory accom- 
modation here is insufficient, but this is being remedied. 
There may be a typhoid carrier among the patients in 
this ward. 

The wife of an attendant living in the village of Sedge- 
field, a mile from the asylum, took typhoid in the autumn 
of 1902. There were 3 cases of typhoid at the asylum 
then. Her husband had a terrier which was killing rats 
every day about the institution. The dog stayed in his 
house at night. This appears to have been an isolated 
case in the village. 

Her husband, T. D., aged 35, was himself notified 
December 9th, 1907, five years afterwards. He had now 
two dogs which were ratting every day in the neighbour- 
hood of the Isolation Hospital, outside which he had been 
employed for some time, and where there had been pre- 
viously cases of typhoid. Both dogs were kept inside the 
house he lived in at night. 

There were 4 cases of typhoid in 1906 on the male side 
of the main building, the first being an attendant stationed 
in No. 10 ward, the infir , where he and others were 
nursed. Over 200 rats were killed here in the year 1906-7. 

There were 5 cases in connexion with No. 7 female 
receiving ward and No. 8 female adjoining it, both at the 
main asylum, in the summer and autumn of 1901. Rats 
see gsc in these wards at the time, and aré still seen 
in . 

Concurrent with these female cases, W. A., a male, aged 
50 years, was notified. He was employed at the time in 
one of the houses on the estate where there was a dog with 
which he killed rats daily. 

It would be instructive to learn if an association with 
rats can be traced in other asylums and institutions where 
sporadic outbreaks occur not otherwise explainable ; also, 
if unexplained cases are common among people possessing 
dogs who go ratting. 








UNDER the will of the late Karl Beit of Hamburg, the 
Heidelberg Institute of Cancer Research will benefit to the 
extent of £5,000. During 
Institute has received donations amounting to over £500. 


the last twelve months the 





MYASTHENIA WITH ENLARGEMENT OF THE 
THYMUS GLAND. 


By J. ODERY SYMES, M.D., 


PHYSICIAN TO THE BRISTOL GENERAL HOSPITAL. 





Tue following are notes of a case of myasthenia with 
enlargement of the thymus gland: 


A governéss, 21 years of age, was sent to the Bristol General 
Hospital under my care, by Dr. Manning of Wells, on November 
25th, 1909. Until November 15th, 1909, patient had enjoyed 
oe good health, and there was no unfavourable family 

story. 
ay 15th she complained of pain in the neck and 
headache, and was thought to be suffering from acold. On the 
18th she was confined to bed with weakness in the legs. The 
left iy Bee affected before the right, and the weakness was 
such that she could not turn herself in bed or stand u a 
There was difficulty in swallowing, and on November 22nd a 
tingling sensation in the hands, and pain and loss of power in 
both arms, her friends stating that ‘‘ she was able to move them 
slowly, but there was loss of strength in them.” They also 
state that at this time ‘“‘she did not feel a touch ora pinch.’’ 
The pulse was rapid, and there .were occasional attacks of 
heart failure. . 5 

On admission to the hospital the patient was much exhausted. 
When she had somewhat recovered, her manner was hysterical, 
she giggled and laughed, and said that she could not control 
herself. For these reasons a detai examination of her 
nervous system was postponed. The temperature on admission 
was 97° F., pulse 106, respirations 24. There was no fever 
throughout her stay in hospital. She was menstruating. 

There was loss of power in the trunk, arms, and legs. The 
wrists, elbows, knees, and ankles could be flexed and extended, 
and both upper and lower limbs could be voluntarily raised from 
the bed. ey could only be raised for a short period, and the 
patient could not lift any object from the bed. She could not 
stand even with a moderate amount of support, the knees giving 
way beneath her. The muscles were not wasted. Occasionally 
there was twitching of the fingers. The facial expression was 

eculiar, there being ptosis of both lids, most marked on the 

eft side, and inability to completely close the eyes, even during 
sleep. There was no squint, but the hall of the eye rolled up 
under the upper lid, so that only the sclerotic showed between 
the lids. This was constant during sleep, but only happened 
occasionally during the day. Mastication and swallowing were 
difficult, and saliva collecting in the mouth and mucus in the 
trachea gave rise to distress. It was difficult to get the patient 
to talk, but no defect of s h was present. There was no 
stridor and no enlargement of tonsils. The patient complained of 
a sensation of coldness in the legs, and a feeling of constriction 
behind the manubrium sterni, especially on swallowing. Sensa- 
tion to touch and pain was normal. There was tenderness over 
the left ovary. The deep reflexes in the arms were normal, 
the left knee-jerk was not obtained, the right was present, but 
feeble. A feeble flexor plantar response was present on both 
sides. The sphincters were unaffected ; the pupils reacted to 
light and accommodation. The heart and lungs were normal, 
and the pulse rapid. The urine contained no albumen or sugar, 
specific gravity 1030, acid. The striking feature of the case was 
the extreme lassitude and muscular weakness without wasting. 

Thirty hours after admission, at 1a.m., the patient became 
restless, a and cyan . Strychnine and oxygen were 
administered, but she died suddenly at 1.45. 

The post-mortem examination was performed by Dr. Emrys- 
Roberts, who a that the body was well po ae and 
covered with fat. The palate was high and arched, teeth 
absent, no lobes to ears. 

The thymus gland showed both lobes to be enlarged, each 
being 44 in. long by l4in. broad. Nocysts. The thyroid gland 
was also somewhat enlarged. The heart and lungs were 
normal. The stomach was normal. The duodenum showed a 
number of dilated capillaries, and the same condition, together 
with several haemorrhagic areas, was present in the ileum. 
The spleen was enlarged. The liver and pancreas showed 
capillary dilatations and minute haemorrhages. : 

icroscopic examination of the organs showed a considerable 
amount of altered blood pigment or débris in the liver and 
thymus d, and more recent haemorrhages and dilatation of 
the cay es, such as were also present in the intestinal walls. 
The mus gland was normal, except that no Hassell’s 
corpuscles could be found. 


beer — Spam peta, engpom a diagnosis of 
hysteria. The mental condition, complaint of tired- 
ness and weakness, the ptosis, difficulty of swallowing, 
and breathlessness, were all compatible with such a 
diagnosis. The sudden fatal termination and the post- 
mortem appearances, however, taken in conjunction with 
the facial appearance, the peculiar nature of the muscular 
weakness, and the absence of sensory phenomena and the 
unaltered reflexes, all negatived this diagnosis. Bulbar 
paralysis would not account for the ptosis, and the 
ordinary symptoms of a tis were not 
present, A toxic polyneuritis or paralysis of Landry’s 
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type was suggested, but the paralysis was not of the 
ascending type ; the limbs were io flaccid and help- 
ee on eees rere not entirely abolished, and implica- 
tion o 


unusual, ° 
I am inclined, therefore, to the case as one of 
a gravis, accompanied by hypertrophy of the 
us. 


he sense of muscular weakness and tiredness, the 
implication of the facial and faucial muscles, the absence 
of sensory symptoms, of altered reflexes, and of muscular 
wasti a. , — api onl a ty (a 
presents i is the extreme rapidi © progress 0: 
the disease, the whole ape fon og te the history being 
only thirteen days. The average duration of sixty cases 
collected by Campbell and Bramwell’ is one and a half 
ears from the first appearance of symptoms, but in one 
datal case the disease lasted only fourteen days, and in 
another only a month. 

Possibly the fatal termination was hastened the 
presence of the catamenia, for it has been noted that 
patients are generally worse at this period. A complete 
post-mortem examination. was not allowed, and conse- 
quently no examination of the nervous system could be 
made, whilst owing to the patient’s brief stay in the 
hospital the myasthenic electrical reaction was not tested. 

Such pathological changes as were found at the post- 
mortem — i oon were, eee: aw of the 
diagnosis of myasthenia gravis, for in a v ge propor- 
tion of such cases there have been found vaentaie of 
the thymus, also of the thyroid and the spleen, with 
dilated capillaries, haemorrhages, and blood débris, not 
only in these organs, but also in the liver, kidneys, and 
muscles. The muscles were not examined micro- 
ical lymphorrhages 


cranial nerves at so early a date would be most 


scopically, but in the other organs no 
were found, only dilated and eng capillaries. 

With regard to the causation of the condition and its 
relationship to the status lymphaticus little can be said. 
Buzzard thinks the symptoms of myasthenia “are best 
explained by assuming the presence of some toxic agent 
which has a special influence on the ene (as 
opposed ‘to the fibrillar) constituent of volantary muscle,” 
and in this case the presence of numerous minute haemor- 
rhages in the gastro-intestinal tract is certainly ver 
suggestive of an infective process. The relation of suc 
an infective process to the thymic alteration is not clear. 
There is no reason to think that this patient had at any 
time previously suffered from an enlarged thymus, but the 
death symptoms, asphyxia, and reflex iac failure are 
like those of status lymphaticus. We can only con- 
jecture that the enlargement of the thymus and spleen 
were compensatory to some lymphoid ustion brought 
about by an acute toxaemia, probably of gastro-intestinal 
or) e , 

ae REFERENCE. 

1 Brain, vol. xxviii. 





THE ANTIHAEMOLYTIC ACTION OF ARSENIC. 
BY 
JAMES A. GUNN, M.A., M.D., D.Sc, 


AND 


WILFRED J. FELTHAM, M.B., Ca.B. 
(From the Pharmacology Laboratory, Edinburgh University.) 


In a former number of this Journat one of us (Gann, 
Bartish Mepicat Journat, July 18tb, 1908) has pointed 
‘out that very dilate solutions of arsenious acid exert on 
‘the red blood corpuscles in vitro a distinct protective 
action against haemolysis by hypotonic saline solutions. 
The conclusion was also drawn that arsenious acid is 
rapidly fixed to the red blood corpuscles, and the sugges- 
tion was made that an action of arsenic of this nature 
may, in part at least, explain the benefit which results 
from the medicinal administration of arsenic in blood 
diseases, especially in pernicious anaemia, on the ground 
that it may for a time protect the erythrocytes from 
destruction by physiological or pathological atom 
Farther experiments have been made to determine 
whether this antibaemolytic action of arsenious acid is 
manifested by other compounds of arsenic and against 
-haemolytic agents other than hypotonic solutions. 








$a itp provable that arsenious acid, after its absorption 
exists in the blood partly as sodium arsenite and #:) 
sodium arsenate, experiments were made with both these 
salts. Haemolytic ts of diverse nature were em- 

water, cyclamin, and sodium 


ee : 

normal saline solution (N.S.) was in all experiments 
0.85 per cent. of sodium chloride in distilled water. A 
1 per cent. suspension of human blood corpuscles was 
obtained by adding 0.025 c.cm. of blood to 2.5 c.cm. of. 
normal saline solution, and suspensions of this percentage 
were used throughout. In experiments in which washed 
corpuscles were used, the corpuscles were thrice centri- 
fuged with fresh saline and the final sediment made up to 
2.5 c.cm, in the usual way. 


I. Soprum ARsENITE. 
(a} Protection of Corpuscles against Haemolysis by 
Distilled Water. 

In each of two tubes, A and B, was placed 0.5 c.cm. of 
a1 per cent. sus ion of unwashed corpuscles. To 
A was then ad 0.5 ccm. of a solution of sodium 
chloride 1 in 20,000 in N.S.; and to B. 0.5 c.cm. of a 
solution of sodium arsenite 1 in 20,000 in N.S. They. 
were allowed to stand at room temperature for fifteen 
minutes, whereupon 0.7 c.cm. of distilled water was added 
to each tube. This produced in four minutes almost 
complete haemolysis in A, but only slight haemolysis 
in B.. The tubes were allowed to stand at room tempera- 
ture for eighteen hours, when it was found that the 
corpuscles in A were completely haemolyzed, whereas in 
B there was still a considerable sediment of unhaemo- 
lyzed corpuscles. In this experiment the corpuscles 
in B were suspended in normal saline solution, contain- 
ing sodium arsenite in the proportion of 1 in 40,000, The 
corpuscles in A were sus ed in a normal saline 
solution containing an additional quantity of sodium 
chloride in the proportion of 1 in 40,000, which was added 
to the saline in order to render the osmotic concentrations 
of the two solutions as nearly as possible the same. After 
the lapse of fifteen minutes the same amount of distilled 
water was added to each tube, and this produced a dis- 
tinctly greater haemolytic effect on the control corpuscles 
than on those cor es which were under similar condi- 
tions, apart from the influence of sodium arsenite. 

The conditions and results of this experiment may be 
stated briefly in the following table. As other experi- 
ments to be described were performed in a similar manner, 
they will be detailed in tabular form only. 


TABLE I, 


Tube B. 
(1) 0.5c.cm. blood suspension 
C (unwashed corpuscles). 
(2) 0.5 c.cm. sodium chloride (2) 0.5 c.cm. sodium arsenite 
1 in 20,000 in N.S. 1 in 20,000 in N.S. 
Stood for 15 minutes at room temperature. 


No haemolysis. No haemolysis. 
(3) 0.7 c.cm. distilled water. (3) 0.7 c.cm., distilled water. 


Result. Result. 
In 4 minutes almost complete In 4 minutes slight haemo 


Tube A. 
(1) 0.5 c.cm. blood suspension 
(unwashed corpuscles). 


haemolysis. ysis. 
In 18 hours complete haemo- In 18 hours incomplete haemo- 


lysis. lysis. 

A series of similar experiments was made and repeated, 
in which the corpuscles were subjected to solutions of 
sodium arsenite varying from 1 in 20,000 to 1 in 200,000. 
The same qualitative effect was obtained in al), though 
the antihaemolytic effect of the more dilute solutions was 
less pronounced. No protective effect was detected with 
solutions more dilute than 1 in 200,000, 

Of course for such experiments it is necessary to add to 
the tubes not much more distilled water than is sufficient 
to haemolyze the control corpuscles, otherwise complete 
haemolysis will occur in both tubes. 

(b) Protection of Corpuscles against Haemolysis by 
Cyclamin. 

To ascertain whether sodium arsenite protects the cor- 
puscles against haemolysis by saponin substances, experi- 
ments were made with cyclamin, which is one of the moat 
active haemolytic agents of the saponin group. A strength 
of cyclamin solution convenient for the amount of cor- 

taken was ascertained by preliminary ex 
and found to be 1 in 100,000 in normal saline colution. 
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The following experiment illustrates the kind of result Many such experiments were made in which the cor- 
‘obtained : puscles were subjected to varying concentrations of sodium 


TABLE II, 


Tube ‘A. Tube B. 
1) 0.5 c.cm. blood suspension (1) 0.5 c.cm. blood suspension 
(washed corpuscles). (washed corpuscles). 
(2) 0.5 c.cm. sodium chloride (2) 05 c.cm. sodi arsenite 
1 in 50,000 in N.S. 1 in 50,000 in N.S. 


Incubated for 15 minutes at 38° C. 
43) 0.15 c.ecm. cyclamin solu- (3) 0.15 c.cm. cyclamin. solu- 
tion. tion. 


Reincubated. 


Result. Result. 
Yn 5 hours complete haemo- In5 hours considerable haemo- 
lysis. ysis. 
In 18 hours incomplete haemo- 
lysis. 

This experiment shows that an amount of cyclamin 
-which will in five hours completely haemolyze a certain 
number of corpuscles in saline solution fails, even in 
eighteen hours, to haemolyze completely the same number 
-of corpuscles when the saline solution contains sodium 
arsenite in the proportion of 1 in 100,000. 

Many experiments of this nature were carried out in 
which the corpuscles were subjected to concentrations of 
‘sodium arsenite varying from 1 in 20,000 to 1 in 500,000. 
When the concentration of arsenite was 1 in 100,000 or 
-greater there was a varying amount of absolute protection 
against haemolysis; when the concentration was 1 in 
200,000 to 1 in 500,000 there was considerable delay in the 
onset of complete haemolysis in the arsenite tube as com- 
pared with the control tube, but within twenty-four hours 
pr tgs corpuscles were haemolyzed also in the former 
tube. 

In some other expsriments the following variation was 
‘introduced. After the sodiam arsenite had been allowed 
to act on the corpuscles at 38° C. for fifteen minntes in the 
“usual way, the arsenite solution was removed from the 
corpuscles by thrice alternate centrifuging and replace- 
ment by normal saline solution, the | replacement 
‘bringing the blood suspension up to the original bulk of 
icecm, The control tube went h all the same os 
cesses apart from the exposure to ium arsenite. The 
arsenite corpuscles, as compared with the control cor- 
puscles, were now found to manifest an increased resist- 
‘ance to the haemolytic action of cyclamin, similar to that 
which had been found in the preceding series of experi- 
‘ments. From this it follows that the interferefice with 
the haemolytic action of cyclamin is due not to the 
‘presence of sodium arsenite in the saline solution, but to 
some combining action of sodiam arsenite with one or 
‘other constituent of the corpuscles. 


{c) Protection of Corpuscles against Haemolysis by Sodium 
Glycocholate.. 

It is well known that salts of the bile acids are haemo- 
lytic agents. To determine whether arsenic protects 
against haemolysis by bile salts, experiments were made 
with sodium glycocholate. A strength of solution of this 
substance convenient for these experiments was found to 


. be 1 in 5,000 or 1 in 10,000 in normal saline solution. The 


former concentration was used in the following experiment, 
which illustrates the kind of result obtained. 


TABLE III, 


Tube A. Tube B. 
(1) 0.5c.cm. blood suspension (1) 0.5c.cm. blood suspension 
(washed corpuscles). (washed corpus 8). 
(2) 0.5c.cm.1in10,000sodium (2) 0.5c.cm. 1 in 10,000 sodium 
chloride in N.S. arsenite in N.S. 


Incubated 30 minutes at 38° C. 


43) 0.3 c.cm. sodium glyco- (3) 0.3 c.cm. sodium glyco- 
cholate solution. cholate solution. 


Reincubated. : 
Result. Result. 
in 34 hours complete haemo- In 3} hours no haemolysis. 
lysis. Ia 20 ves incomplete haemo- 
ysis. 


It is evident from this experiment that the presence of 
sodium arsenite in the proportion of 1 in 20,000 renders 
the corpuscles markedly Jess vulnerable than the control 
corpuscles to the haemolytic action of sodium glycocholate. 





arsenite, and it was found that solutions at least as dilute 
Te Sane eens goiemen ot Te :A0e 
cells against haemolysis by sodium glycocholate. 


II, Soptum ARSENATE. 

Series of experiments of the same kind as have been 
described with sodium arsenite were performed also with 
sodium arsenate. They showed that sodium arsenate 
acts in the same way as sodiam arsenite in —— the 
red blood corpuscles against haemolysis by distilled water, 
cyclamin, or sodium epee 

According to Binz, blood has very little oxidizing power 
on arsenious acid, but acts in a strongly-marked manner 
as a reducing agent on arsenic acid. It is probable, there- 
fore, that the major of arsenious acid, after its absorp- 
tion, will exist in the blood as sodium arsenite, and for 
this reason we have described in detail the experiments 
with arsenite. 


CoNcLUSIONS, 

The conclusions we draw from these experiments are 
that arsenic, whether in the form of sodium arsenite or 
sodium arsenate, exerts on the red blood corpuscles an 
action antagonistic to that of certain haemolytic agents. 
The experiments, therefore, afford additional proof in 
favour of the view that a protective action on the formed 
red blood corpuscles againat normal or abnormal haemo- 
lytic processes may, in at least, account for the as 
yet imperfectly expl benefit which results from the 
medicinal administration of arsenic in blood diseases. 





Memoranda : 


MEDICAL, SURGICAL, OBSTETRICAL. 


MENINGOCELE OF SKULL CAUSING DIFFICULTY 
IN DELIVERY. 

Reap in connexion with Dr. Robinson's case reported in 

the Journat of December 3rd, 1910, p. 1773, the following 

may be of some interest: 

In August I was called to attend a primipara, but, on 
arrival, I found that delivery had taken place, and that 
it only remained for me to remove the placenta, about 
which there was no difficulty. The nurses then asked me, 
with consternation, to tell them what had been delivered. 
The creature was uncovered, and I found the following 
remarkable conditions : 

There was a frontal meningocele—perhaps as large as 
the head—drooping over and concealing one side of the 
face. It was tense and the skin ap to be thin. 
There was a certain amount of exophthalmos of one eye, 
a double harelip, and a cleft palate. Otherwise there 
was no apparent malformation, but the child was quite 
vigorous and—perhaps owing to the latter circumstance— 
presented an appearance more horrible and repulsive than 
auytbing I have seen before, not excepting museum 
specimens. 

It was necessary to conceal it from the mother, and so 
appalling was the appearance that even the nurses’ feelings 
had to be taken into consideration. Obviously it was unsuit- 
able for private guardianship, and, imagining that its 
existence must be brief, I induced a public institution to 
take charge of the child. However, on inquiry about 
six weeks later, to my great surprise, I learnt that the 
infant was thriving, crying for food, and showed no indica- 
tion whatever of failing. I can follow the history no 
farther, but what the fature of such a creature must be, 
should it survive, requires little imagination. 

I was informed that the delivery occurred normally and 
without assistance, the tumour, of course, presenting, and 
from the appearance of the skin I have no doubt that any 
ene would have caused the meningocele to 


The only statistics of congenital meningocele with which 
I am acquainted are those of Z. Laurence. He quotes 
39 cases, of which 6 reached adult age. Iam not aware 
that he gives the dimensions. ¥ 

hrizicn. E F. OFerrara, L.RC.P.Lond. 
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LEUCODERMA AND PALAEOGENESIS. 

In the Brirish MepicAt Journat of August 13tb, 1910, 
there a: a letter criticizing my statement in the 
issue of July 30th regarding leucoderma: ‘The curious 
mottled appearance may well be accepted as atavistic ; 
but the complete truth appears to be much more wonderful 
than that.” Medical men who are also biologists know 
that atavism is by no means the evolutionist “dust heap ” 
that some would style it. The microscope may, indeed, 


explain how skin changes occur; but palaeogenesis 
(atavism) lains why occur. On this hypothesis 
the patho. lesion is gratted upon a preformed physio- 


logical skin pattern of incalculable antiquity. The palaeo- 
= ex tion of leucoderma postulates some know- 

ge of biology equally with dermatology; one must 
appeal to the entire phylum of mammalian vertebrates, or 
even descend to the reptiles and amphibians, reviewing 
the whole subject from a comparative and phylogenetic 
standpoint. 

The clinical association of leucoderma with alopecia 
areata and dermatitis atrophicans, far from weakening 
the case for p enesis, actually strengthens it. In 
many animals irr pigmentation of the skin is nor- 
mally associated with loss of hair. Even under domestica- 
tion this still holds good. The hairless dogs—“ sand dogs” 
—kept as pets have their shivering bodies pigmented in 
blue-black or gro- 
tesquely marbled in 
a bizarre pattern, 
like a piece of soap. 
The Mexican hair- 
less cats have mouse- 
coloured backs, and 
the neck, stomach, 
and legs flesh colour. 
Siamese cats have 
one or more bald 
spots on the fore- 
head; the kittens 
are born pure white, 
but cnheiiie as- 
sume a contrasted 
coloration, the body 
fur being cream or 
fawn, while mask, 
ears, limbs, and tail 
become seal brown. 
The calf of the 
Indian elephant at 
‘birth has a consider- 
able hairy covering 
which becomes lost - 
in the adult; the 
sacred “ white” ele- 
phant is merely an individual irregularly patched with 
yellowish-white areas which have been actually diagnosed 
as leucoderma. The common hippopotamus is liable to 
irregular asymmetrical pigmentation on face and feet. 
The rhytina, which the physician Steller discovered in 
the North Pacific, is said to have been of a brown colour 
streaked and spotted with white. ; 

In cetaceans not only has the hair almost entirely dis- 
, appeared, but even the sebaceous glands and the muscular 
fibres of the hair follicles have vanished. Some remark- 
able pigment patterns occur in this class. The narwhal 
—an aberrant porpoise—during youth and adult life is 
mottled grey and white in a most curious fashion, the 
pattern soaihin g vividly certain appearances seen in disease 
in the human subject, though the actual tints are different. 


In old age the pigment disappears and the animal becomes 
white. The white whale is remarkably interesting. The 
fetus is, of course, at first colourless. An embryo in the 
‘Royal College of Surgeons Museum I have where 


described as of “a smooth creamy whiteness throughout, 
giving an impression of hardness, as if it had been cast in 


Pp. 7 

At birth the animal is dark slate colour; when 8 ft. long 
the slate colour has become mottled with chocolate; then 
it becomes yellowish, and finally glistening white. Thus 
one has (1) primary fetal apigmentation, (2) natal hyper- 
pigmentation, (3) phaeism, (4) xanthism, and (5) depig- 
mentation. ‘These creatures of course are not albinos, 
the iris being dark blue. Neither of these two species have 











African wild dogs. Note the irregular mottled pigmentation. 
black and white. The forehead and back are patched wit 
bisecting the forehead is the “ linea faciem percurrens’’ of Dr. Burchell. 





any hair or bristles, even as fetuses. In several species of 
dolphin pigmentation seems almost inhibited: the Chinese. 
— is milky white with pinkish fins; another ig 
yellowish-white above, pure white below; while a third is. 
uniform plumbeous grey. The Amazon freshwater dolphin 
is remarkably unstable, some individuals being entirely 
black,. others entirely flesh-coloured, while others again. 


are black above and flesh-coloured beneath. 
Now these cetaceans are of such ancient lineage that. 
their ancestors are unknown. Freshwater dolphins occur 


as fossils as far back as the Eocene epoch. For the pig- 
ment pattern one may reasonably claim an immense. 
antiquity. One finds examples in almost every group of 
mammalia—-from the primitive, monotrematous, almost. 
reptilian duckbill to the higher apes. Even those forms. 
normally coated with fur tend to develop in their pelage 
patterns of startling individuality; since hair is an epi- 
dermic structure, these f forms cannot be left out of 
consideration. The coat of the fetal giraffe is at first 
uniform brown, with no trace of the subsequent spots or 
blotches ; the puppy of the African wild dog has a black 
head and body, the limbs being mottled black and white ; 
after three months a curious marbled pattern develops on 
the body, an irregular mixture of black, white, and 
ochre. The writer had the privilege of exhibiting at the 
recent Annual Meeting a series of photographs illustrating 
these and other 
matters, one print 
-being of immediate 
interest, demon- 
strating that in these 
curious dogs each 
white (unpigmented) 
blotch is always 
margined by a black 
border of intensified 
pigmentation. 
Amongst anthropoid 

8, one form has 
the face pale, 
curious] ed in 
heavy blotches of 
dark tan,’ while 
another (orang: 
outang) has nor- 
mally large freckles 
on the throat. 

With regard to the 
change in the winter 
coat of animals, 
Schwalbe has shown 
that in the ermine 
the colour change 
is epithelial, as has 
been claimed for leucoderma. One must dismiss all 
attempts recently made to com winter changes 
in mammals with winter changes in birds. Embryonic 
hair appears first as a thickening of the Malpighian 
layer of the epidermis, the hair papilla being formed 
by a thickening of the corium; feather Popillae consist 
of corium only without epidermic modification. Hence 
the two types of covering are structurally distinct.’ 
All mammals (including man) are descended from the 
theriomorphic reptiles of Triassic times; hence birds— 
descended from the dinosaurian reptiles—are hopelessly 
side-tracked. Pigments in birds—zoomelanin, zoonery- 
thrin, zooxanthin—are but feebly comparable to pigment 
in mammals; the two last-named are coloured fatty oils, 
which suggest actual lipochromatosis. 

I do- not at present to construct a metameric 
evolutional series linking up the pigment changes in man 
with those of the lower mammals. The following con- 
siderations, however, favour an atavistic explanation of 
some diseases : 

1. Pigmentation in leucoderma, etc., is epithelial in 
origin. 

2. Pigmentation in normal mammals is epithelial in 
some cases, if not in all. 

3. In hairless mammals the pattern is transferred in the 
denuded skin. Compare the hairless African dog with the 
coated wild dog of the same regions. 

4. Toxins, in stimulating or inhibiting pigmentation, are 

1 Proceedings of the Zoological Society, December 13th, 1904, 
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merely comparable to the action of a developer in pro- 
fers a photographic negative already present, though 
latent. 

The novelty and difficulty of the study of peleocgunene 
render it proportionately both interesting and fascinating. 
Au intricate blending of the sciences anc to medicine 
is imperative and essential for this branch of research. 
Only by adopting combined methods will light be focussed 
upon this youngest of all sciences, this bridge over a 
biological chasm—the Cinderella of dermatology. 

Sale, Manchester. Granam RensHaw, MB. 


Reports 


ON 
MEDICAL AND SURGICAL PRACTICE IN THE 
HOSPITALS AND ASYLUMS OF THE 
BRITISH EMPIRE. 


BEDFORD COUNTY HOSPITAL. 
A CASE OF PERFORATED GASTRIC ULCER: OPERATION: 
RECOVERY. 
(Under the care of S. J. Ross, M.D., Ch.B., Surgeon to 
Out-patients.) 

Tue patient was a female domestic servant, aged 27 years. 
For four years she had been troubled with indigestion, and 
for six weeks had been under the care of Dr. Pollard, of 
Bedford. On Saturday, August 6th, about 1 pm, she was 
suddenly seized with acute pain in the left hypochondriac 
region; she fainted, and ‘showed symptoms of collaps-. 
She was seen by Dr. Pollard, who diagnosed perforated 
gastric ulcer, and advised her removal to hospital, where 
she was admitted at8 p.m. Mr. Nash being away on his 
holiday I was called to see her. 

I found that she was saffering general abdominal pain; 
the facies abdominalis was well marked. The abdomen 
was somewhat distended, and tender all over. The pulse 
was 140. We decided to operate without delay. Chloro- 
form ne been administered by Dr. Whiting, I made a 
longitudina| incision, three inches in length, in the left 
semi'u ar line, 

Upoa o ening the psritoneal cavity curdled milk was 
seen, acd sporged away. The stomach was found to be 
adherent to the left lobe of the liver. There were strong 
adhesions, and not of recent origin. They were ligatured 
and divided. The ruptured ulcer was readily found upon 
the postericr surface of the stomach, 2 inches from the 
leseer curvature and 14 inchesfrom the pylorus. The sur- 
rounding area was thinned, and softened by inflammation. 
The operation area was carefully packed, and two rows of 
continuous Czerny-Lembert suture were inserted. A third 
supporting layer of interrupted sutures was then intro- 

uced. This was done on account of the softened con- 
dition of the stomach wall surrounding the ulcer. The 
peritoneal cavity was well swabbed with normal saline 
solution. The wound in the abdominal wall was closed in 
three layers except the lowest part, into which a drainage- 
tube was inserted. 

The tube drained serum for {wo days. Theskin sutures 
were removed on the tenth day, the wound having healed 
by primary union. The tube sinus closed on the seven- 
teenth day. The patient left hospital at the end of a 
month. I heard on December 10ih; 1910, that she had 
had no return of indigestion and intended to return to 
service in the new year. 

The success of this operation was doubtless due (1) to 
the fact that the case was so quickly diagnosed by Dr. 
Pollard, and that an operation within a few hours of the 
perforation was rendered possible; (2) that the perforation 
was easily discovered and accessible; and lastly, but not 
least, to the skilful administration of the anaesthetic by 
Dr. Whiting. 














Mr. I’. GUNTON ALDERTON, on his retirement from the 
post of Senior Anaesthetist at the West London Hospital 
after upwards of thirty-four years’ service, was presented 
by his colleagues on the staff with an excellent portrait of 
himself painted by Mr. Edward. Mills. The presentation 
was made by Mr. Swinford Edwards at the staff dinner 
held at the Great Central Hotel on January llth. Mr. 
Alderton is Treasurer (late President) of the West London 
Medico-Chirurgical Society, and a member of the Board of 
Management of the West London Hospital. 
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British Medical Association. 


CLINICAL AND SCIENTIFIC PROCEEDINGS, 


YORKSHIRE BRANCH : BRADFORD DIVISION AND 
BRADFORD MEDICO.CHIRURGICAL SOCIETY. 


Scone meeting was held on Tuesday, December 20th, 

Specimens.—The following specimens and cases were 
showa: Dr. Mircnetn: Cases from the X-Ray Depart- 
ment. Mr. AurHorr: (1) Epithelioma of chin and lower 
lip, operated on three years ago; (2) polypus of small 
intestine causing intussusception; (3) fibroid uterus 
removed by abdominal hysterectomy. Dr. Bronner: A 
case of choroido-retinitis simulating retinitis pigmentosa, 
in a boy of 8 with good vision. Dr. Jason Woon: (1) 
Fibroid uterus, broai ligament cyst removed by abdo- 
minal hysterectomy; (2) calculous kidney ; (3) malignant 
growth of the upper jaw; (4) serchus of breast with 
unusual amount of ulceration of skin; (5) extrauterine 
gestation. Dr. Campspett: Liver, spleen, and stomach 
from a case of ascites which died suddenly. Mr. Witmor: 
Kidneys from a case of puerperal eclampsia. Dr, Euricu: 
Cases of: (1) Thomsen’s disease; (2) cardiac infantilism ; 
(3) tabes in an old woman with paralysis agitans; (4) 
psychosis of peripheral neuritis ; (5) a clinical method for 
detection of blood. Dr. Lirtte and Mr. Goypser: Three 
cases after decompression operation for intracranial 
tumour—(l) tuberculous tumour in region of internal 
capsule; (2) tumour of pituitary body; (3) tumour in 
posterior cranial fossa. Mr. F, W. Goypgr: (1) Five cases 
after operation for cleft palate ; (2) five cases after opera- 
tion for harelip; (3) specimen of gangrenous small intes- 
tine removed from a case of stravgalated umbilical hernia ; 
(4) prostate removed by “ Young’s” perineal method. 











Reports of Societies. 


EDINBURGH MEDICO-CHIRURGICAL SOCIETY. 
Wednesday, January 11th, 1911. 
Dr. Byrom BraMweEtt, President, in the Chair. 


Treatment of Plague. 
Dr. J. C. Tomson said that in view of the recent outbreak 
of plague in the eastern counties in England, it might be 
interesting to give some results of his experience of the 
disease in Hong Kong. With regard to general manage- 
ment, while pneumonic cases were virulently infective 
through the lung emanations, bubonic and septicaemic 
cases could be treated with safety in a general hospital, 
the ordinary disinfection —— used in — 
fever being sufficient. The faecal and urinary discharges 
should be placed for some time in a strong disinfectant 
before being put into the drains. Combined measures for 
extermination of rata were necessary, and for infectious 
rooms and houses strong pulicide sprays were required to 
destroy the fleas. Good nursing was of the first im- 
portance as in the asthenic fevers. The nurses should be 
warned to at once seal with collodion any skin wounds 
and abrasions. The recumbent posture was essential in 
view of the danger of heart failure. Fresh air, frequent 
cleansing of the mouth, daily spong'nz of the body, were 
all important. The food should be bland and fluid. Cold 
water was to be given between meals, and, if necessary, 
forced upon the patient. Cardiac stimulation was a routine 
from the earliest stages. He gave about 4 oz. of brandy 
daily, and also strychnine and strophanthus. Occasional 
symptomatic ti e1tment was called for: constipa‘ion at the 
outset by a mercurial and saline purge, and la‘er by ene- 
mata; diarrhoea by modification of the diet, and, if need 
be, by opiates; high temperature by cold application, and 
never by eo gal headache by caffeine; delirium b 
morphine and hyoscine, or by cold application; an 
haemorrhage by calciam chloride or adieaalin. With 
regard to se: pleane bubo, the speaker was opposed to 
excision, and advocated the ordinary conservative surgical 
treatment, trying to stave off suppuration, but, if that 














138° sspieat Jounsaz | 


ROYAL SOCIETY 





OF MEDICINE. [JAN. 21, ror. 





new 


————a 
———ES 





were inevitable, assisting it by fomentation, then freely 
opening the abscess and scra the walls with a 
spoon. In his experience he seen no good from injec- 
tion into the bubo. The point of inoculation was rarely 
found, but should always be looked for. Its appearance 
was generally a papule with an inflamed base, sometimes 
surmounted with a vesicle. It should be freely — by 
crucial incision, and the raw surfaces cauteriz ay ye 
carbolic acid. Such treatment was usually followed by 
abortion of the disease. The disease being established, no 
specific treatment had as yet been discovered. He had 
used carbolic acid in a series of 143 cases, giving a daily 
quantity of 144 grains of the pure drug, in two-hourly 
doses, suitably diluted with syrup of orange and chloro- 
form water. In one case a total dosage of 2,500 grains was 
reached before the blood was free of the bacillus. Carbol- 
uria was rare, and ony disappeared on omission of a 
few doses. Dyspepsia, if it occurred, was obviated by 
greater dilution. In that series the mortality was 36 per 
cent., a8 compared with 76 per cent. earlier in the 
same epidemic. He had then used oil of cinnamon; 
but as the earlier cases of an epidemic were always more 
severe, there was 2 fallacy in the comparison. The 
results from serum-therapy were very unequal in different 
quarters of the globe; but it must be remembered that, 
irrespective of treatment, there was always a larger per- 
centage of recovery in European races. This probably 
accounted for the low death-rate of series treated 
by serum in Oporto and Brisbane, as compared with 
a mortality of 85 per cent. in a serum series of his in 
Hong Kong. In India, in 200 control cases the mortality 
was 74 per cent., against 63 per cent. in a similar number 
treated by serum. Thornton in South Africa had recently 
reported good results from the use of adrenalin combined 
with strophanthus. In conclusion, the speaker said that 
from his own experience he would place chief reliance on 
nursing. If fresh serum were available he advised its use 
combined with adrenalin; if not, he would give carbolic 
acid with adrenalin. 


Demonstrations. 

Mr. C. W. Carucarr showed a case illustrating the 
advantage of resuture of the facial nerve when divided 
during removal of a parotid tumour. The divided strands 
of the pes anserina were sought for and found by aid of 
copper electrodes, and were reunited, with practically oom- 
plete restoration of the nerve function. Mr.J.M. CoTTgeRiL. 
showed a specimen of diverticulum of the large bowel, 
situated in the transverse mesocolon, but communicating 
with the caecum by a long and narrow neck which 
entered the bowel just distal to tho ileo-caecal valve. Dr. 
D, A. WEnsTER gave a demonstration on exercises, 





ROYAL ACADEMY OF MEDICINE IN IRELAND. 
SEcTION oF SurGERY. 
Friday, December 9th, 1910. 
Mr. H. R. Woops, P.R C.S I., President, in the Chair. 


Laryngostomy. 
Mr. Rosert Woops read a paper reviewing the history and 
development of the various methods of treating stricture 
of the larynx. He showed a patient, aged 5 years, on 
whom he had performed the operation of laryngostomy 
nearly twelve months previously for complete cicatricial 
occlusion of the larynx following diphtheria and laryngo- 
tracheotomy. The larynx was now quite patent and 
functioned perfectly during swallowing, but he had not 
yet decided to close the fistula lest recurrence should take 
place. Dr. Demrszy said that strictures, wherever met 
with, were not easy to deal with, and laryngeal strictures 
had ads been more or less of a bugbear up to the intro- 
duction o laryngostomy. The tubes were unsatisfactory, 
and in very small strictures it was almost impossible to 
get any kind of dilating apparatus in from above. A great 
many strictures were due to faulty tracheotomies per- 
. formed in a great hurry and in the wrong position. Dr. 
Mourpuy said that any one who had ience of 
dilatation by mechanical means knew what a tedious 
business it was. At the same time, it might be well 








to try dilatation through the mouth before undertaking a 


serious operation. Was there not a danger of having hair 
growing from the inside of the larynx when the skin of the 
neck was inturned in closing the ostomy wound ? 

tracheal tube 


Mr. Woops, in reply to owe i 
was kept in, and the child was given chloroform through 
Junker’s inhaler. The trachea above the tracheotomy 
wound was packed with gauze to protect the windpipe, 
and to prevent the possibility of pneumonia. He had used 
vaccine in a good number of cases, but it gave uncertain 
results. In a recent case, where he extirpated the larynx 
of a man, he used a vaccine grown from the patient's 
throat. The operation was not performed for six days 
after inoculation. The man died of profound sepsis 
within two days. As to incision of the cicatrix it was 
said to be quite enough to cut through the cicatrix, and 
then depend upon the dilatation to cause absorption of the 
tissue. It was not as safe a proceeding as to excise all 
the cicatricial tissue he could find. A bridge between the 
tracheotomy and laryngostomy wounds would not be 
possible, unless the case was one in which a low 
tracheotomy had been performed. ‘The mortality was 
15 or 20 per cent. ‘The average period of treatment 
was said to be three to six months, but was much too 
short for his case. The operation showed a very distinct 
advance in the treatment of such hitherto very unsatis- 
factory cases. 





ROYAL SOCIETY OF MEDICINE. 
SgcTION oF LARYNGOLOGY. 
Friday, January 6th, 1911, 
Dr. Watson Wituiams, President, in the Chair. 


Cases and Specimens. 
Tue following were among the cases and specimens 
shown: Mr. Ceci Granam: A case of Chronic ulcer of 
the nasal septwm. There had been four attacks of nose 
bleeding, and the galvano-cautery had been applied to a 
small ulcer on the right side of the septal cartilage. The 
ulcer was now seen to be triangular in shape; the septal 
cartilage was exposed, but not perforated. Mr. A. J. 
Waricut: A woman aged 34 with Swelling of the arytenoids 
and also of the left ventricular band and interarytenoid 
space; apparently it was tuberculous although von Pirquet’s 
reaction was twice negative. There was no pyrexia, and 
no improvement with iodines. Mr. Norman Patterson: 
A foreign body removed from the hypopharynx and upper 
part of the oesophagus; it was a Denture which dis- 
appeared while the patient was swallowing a piece of 
bread-and-butter. On examination, great swelling and 
congestion were visible in the arytenoid regions. The 
tooth-plate was not visible, but was shown by a skiagram 
to be present. Under an anaesthetic the plate was seized 
and dragged out of the oesophagus, but was caught in the 
anterior pillar of the fauces, and had to be divided by 
means of bone forceps before it could be removed. Mr. 
ALEXANDER TWEEDIE: A Deformity of the palate obtained 
from a child which died of inanition six months after 
birth. Median hare-lip existed and cleft of the soft 
palate, through which a soft swelling protruded, springing 
from the roof of the naso-pharynx. Professor KEITH 
demonstrated that there was a mass of smooth muscle 
fibre between the two wings of the developing septum 
nasi. The soft swelling represented pituitary tissue. 
The growing round of bone and raising up of the 
pituitary y which normally took place in develop- 
ment had failed in this case. Dr. W. H. Keuson: 
A case of Naso-pharyngeal polypus in a young man. 
It bad recurred after removal two and a half years 
previously, and it was now proposed by the exhibitor 
to do a more extensive operation for its complete 
removal. The PresibEnT advised division of the septum 
nasi in order to increase the accessibility of the tumour. 
Dr. G. C. Carucart: A case of Ulceration of the left vocal 
cord in a man aged 67. Members present considered it to 
be one of pachydermia ; and Dr. Josson Horne accounted 
for the hoarseness by the fact that the vocal cords were not 
quite on the same plane. Dr. Lieven, of Aix-la-Chapelle, 
in the course of a demonstration of instruments for the 
intravenous injection of “606,” stated that relapses after 
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“606” were considerably more frequent than generall 
supposed. It was most important that the “606” sho 

be introduced directly into the cavity of the vein, and not 
get into the subcutaneous tissue at all. To make certain 
of this, blood was first allowed to flow into the apparatus 
from the vein, and then saline fluid injected before “606” 
was introduced ; after the dose had been given saline fluid 
was again passed into the vein. Dr. Scanzs-Spicer showed 
a case of malignant disease of the p nx, with a skia- 
gram showing irregularities of the vertebrae, in support 
of his views as to the bearing of chronic irritations on the 
causation of cancer. 


CurntcaL SEcTION. 
Friday, January 13th, 1911, 
Mr. W. Bruce Cuarkg, Vice-President, in the Chair. 


Familial Dermo-fibromatosis. 
Drs, S. J. D. Rotzeston and N. S. MacNavueutan 
showed a father and two daughters, all the subjects of 
familial pigmentary dermo-fibromatosis. The father, 
aged 47, had had nodules and pigmentation as long as 
he could remember; he did not know which appeared 
first. Both his parents were alive; his father, aged 72, 
showed numerous small naevi and moles on the 
trunk; mother, aged 73, had some naevi on the trunk 
and a large area of pigmentation in the lumbo-sacral 
region ; both showed slight yellowish tinge of skin. The 
patient’s trunk was thickly set with molluscous tumours. 
The skin of the abdomen and inner side of thighs showed 
yellow groundwork of pigmentation, with pigmented spots 
and a few café-au-lait patches. The first daughter was 
aged 13, and showed a general __—— tinge of skin, 
punctiform pigment spots and café-au-lait patches 
scattered over the neck, trunk, arms, and thighs, and 
numerous blue spots. She had a naevoid growth on the 
right half of the upper lip, displacing upwards the ala nasi; 
the skin over it had a bluish tinge, and was covered with 
fine hairs. Thesecond daughter was aged 5, and exhibited 
general yellowish tinge of skin, punctiform pigment spots, 
and café-aw-lait patches on neck and trunk; limbs free; 
no molluscum. It was reported that the other two 
children, a boy aged 14, and a boy aged 10, showed slight 
yellowish tinge of skin, but no molluscum nor pigmenta- 
tion. The elder boy had one small mole on the chest and 
another on the left buttock. Microscopical examination 
of one of the father’s tumours and of the eldest daughter's 
a spots showed presence of fibrous tissue, but no nerve 
res, 


Congenital Pulmonary Stenosis. 

Drs. F. Parkes Waser and G. Dorner described a case 
of congenital pulmonary stenosis in an intelligent man, 
aged 29, with the physical signs (including a systolic 
“pulmonary” murmur) of pulmonary stenosis: cyanosis 
of the lips, tongue, ears, nose, fingers, and toes; poly- 
cythaemia (polyglobular); orthostatic albuminuria ; 
clubbing of fingers and toes; tendency to epistaxis. 

The general development.of the body was fairly good ; there 
was no infantilism. In spite of the cardiac disease, he had 
enjoyed fairly good health, did useful work, and took a great 
deal of open-air exercise, which he thought agreed with him 
better than idleness. Blood examination gave the following 
results : Red corpuscles about 10 millions, and white corpuscles 
about 10,000, to the cubic millimetre of blood ; haemoglobin, 
about 180 per cent. Blood films showed the presence of a few 
normoblasts; of the white cells 73 per cent. were polymorpho- 
nuclears. 

The authors found the viscosity of the blood excessive, 
whilst coagulation was delayed, as if by way of compensa- 
tion to diminish the tendency to thrombosis. The specific 
gravity and solid residue of the blood serum was not 
greatly, if at all, above normal limits, showing that the 
polycythaemia could not be accounted for by concentra- 
tion of the blood plasma—that is to say, of the blood as a 
Whole. The polycythaemia was, on the contrary, almost 
certainly due (as in cases of erythraemia) to excessive 
formation of red corpuscles in the bone marrow, and this 
supposition had been confirmed by the results of the post- 
mortem examination of the bone marrow in a few cases of 
Congenita] heart disease. Moreover, in the present case 
Dr. J. 8. Haldane and Dr. C. G. Douglas had, by Haldane 
and Lorrain Smith’s carbon monoxide method, proved that 
the total volume of blood in the body was (as in cases of 


erythraemia or splenomegalic polycythaemia) very greatly 





in excess of extreme normal limits. There was, in fact, 
a condition of true plethora (‘‘ polyhaemia”) present, and 
the degree of absolute cythaemia was even much 
greater than the degree of tive polycythaemia, 





ASSOCIATION OF REGISTERED MEDICAL 
WOMEN. 
Tuesday, January 3rd, 1911, 
Mrs. Cotman, M.D., in the Chair. 


Muco-colitis. 

Dr. Lavra VEALE, in @ paper on the treatment of muco- 
colitis, regarded the condition as a secretion neurosis, and 
attributed the general symptoms to auto-intoxication fol- 
lowing the putrefaction of food particles entangled in the 
retained membranes. The presence of the membranes 
also led to spasm and distension of the intestines, so 
that a vicious circle was setup. Reference was made to 
the frequent association with muco-colitis of — dilata- 
tion, movable kidney, and pelvic disorders. The treatment 
carried out at H ate was then described. The bowel 
was irrigated three times a week with about 30 oz. of the 
alkaline sulphur water, which was run in very slowly 
through a Plombiéres tube at a temperature of from 
96° to 102° F. from a height of 2 ft. The patient lay 
first on her right side, then on her back, and then on the 
left side, remaining-in each position for two minutes. The 
fluid was retained for ten minutes, and after it had been 
ejected the process was repeated. The attendant examined 
and repo on the washings. The irrigation was followed 
by a warm sulphur bath with a submassive douche to the 
abdomen. If constipation were present a small dose of 
blue pill was given at night, and the hot sulphur water 
in the morning. The result of this treatment was great 
improvement in the local and general symptoms. Some- 
times more than one course (of about three weeks’ dura- 
tion) was ——r or the patient could be taught to 
irrigate the bowel herself, using artificial sulphur waters ; 
while massage could to a certain extent replace the sub- 
massive douche. The diet prescribed was one that left 
no irritating residue. Fat, pastry, and all green vegetables 
(except spinach) were prohibited. The patients should 
take moderate exercise. Drugs were avoided as much 
as possible, though sometimes a tonic or the iron waters 
were given. All pelvic disorders received their appropriate 
treatment. Mrs. Savitt said she used very large intestinal 
douches in the treatment of muco-colitis, beginning with 
one and increasing to five or six pints. The sense of 
exhaustion that followed was removed by the subsequent 
application of the high-frequency current. With regard 
to diet, the speaker recommended cutting off all meat 
proteids, and giving farinaceous food and milk for a week 
or ten days, then cream cheese and milk only for a few 
days, after which a return should be made to the 
farinaceous diet. Some patients did well on lactic-acid 
milk. The importance of treating constipation was 
emphasized. Pituitary extract had been found useful 
in some atonic cases. 








A QUARTERLY court of the directors of the Society for 
Relief of Widows and Orphans of Medical Men was held 
on January llth at 11, Chandos Street, Cavendish Square, 
Dr. Blandford, president, in the chair. Eight directors 
were present. Five medical men were elected members 
of the society. Since the last court one of the vice- 
presidents, Dr. James E. Pollock, had died. Dr, Pollock 
was one of the oldest members of the society, bein 
elected a member in 1866. The sum of £1,281 was vo 
for the payment of the half-yearly grants to the widows 
and orphans who are on the books of the society. A legacy 
of £200, free of duty, was received from the executors of 
the late Miss Emma H. Peregrine. The invested funds 
now amount to £100,900. Membership is open to any 
registered medical practitioner who at the time of his 
election is resident within a 20-mile radius from Charing 
Cross; the subscription is two guineas r annum. 
Special terms are made for life membership, the sum 

ayable being dependent on the age of the ———— 
The next election will be on April 12th, and application 
forms for membership must reach the secretary on or 
before March 22nd. Any further information may be 
obtained from the secretary at the offices of the society, 
11 Chandos Street, Cavendish Square, W. 
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Rebietus. 


SURGERY. 

THE appearance of the seventh and penultimate volume 
of the Amzrican Practice of Surgery: favours the expecta- 
tion that Drs. BRYANT and BUCK ,may soon be congratu- 
lated on the completion of a very laborious task. In this, 
as in the preceding volumes, !the reader will find a series 
of practical essays, some of; which are excellent and 
important, presented in clear type, and admirably illus- 
trated. The arrangement of subjects is still kaleidoscopic, 
and, as we have pointed out in {a previous review of this 
work, is likely to prove inconvenient. The initial chapter 
on diseases of the pelvis is followed by one on diseases 
of both the lower and the upper extremities, and a long 
course of sections on the surgery of the abdomen is inter- 
rupted by a chapter on the surgery of the pericardium and 
heart. While some subjects are discussed at a sufficient 
length and with a due sense of their relative importance, 
others seem to be inadequate. The able chapter on anal 
and rectal surgery takes up almost one-fifth of this volume. 
On the other hand, the whole subject of abdominal hernia 
is treated in sixty-three pages, and about a fifth part of 
this space is given to a description of a special American 
operation for radical cure. For information on the recog- 
nized though much discussed subject of appendicostomy, 
the reader, in the chapter on the appendix, which he would 
naturally at first consult, is referred to the chapter on dis- 
eases of the anus, in which only a very brief mention of 
the operative technique can be found. The seventh 
volume, as it deals for the most part with abdominal and 
intestinal surgery, may be regarded as an important addi- 
tion to this work, the value of {which as a reliable source 
for reference is well maintained by the chapters on the 
latest developments ofthis important and interesting 
branch of surgical practice. As examples of the able 
support given to the editors in this part of their work, we 
would allude to the contributions on abdominal section, 
and on tuberculous and infectious peritonitis. 

The appearance of a fifteenth revised edition of CAIRD 
and CATHCART’S Surgical *Hamdbook? demands a fresh 
tribute toya most useful,. careful, and complete compen- 
dium of information not only}for the house-surgeon but 
for every busy practitioner. The general scope of the 
little book is so well known as to need no description, but 
it should be indicated} that sections have been added 
dealing with spinal anaesthesia—in which tropacocaine is 
recommended as, on the whole, the safest drug—and on 
the Cammidge reaction. The rigorous demands of space 
notwithstanding,‘we [think alineJshould have been spared 
to intimate that when the Trendelenburg position is used 
after a spinal injection, the head should be kept sharply 
flexed upon the chest. In the next revision it would be 
wise to include, in the chapter on treatment of patients 
after operation, a more particular account of continuous 
saline infusion by the rectum. To secure success in this 
most valuable method it is essential to pay exact attention 
to every detail. Few books are better worth the money 
than this excellent little handbook. 


The adaptation of BOCKENHEIMER’S Atlas of Clinical 
Surgery® was a piece of work worth doing, and Dr. C. F. 
MARSHALL has done it well. The book consists of a series 
of figures in colour reproduced by the four-colour process. 
They are taken from models executed with remarkable 
faithfulness to natural appearance, the originals being 
patients in von Bergmann’s clinic. They cover a great 
deal of ground, and Professor Bockenheimer has shown 
wisdom in his selection; he has avoided the rarities and 


1 American Practice of Surgery. Vol. vii. Edited by J 
Bryant, M.D., [.D,; and Albert H. Buck. M.D. New York 1 Willen: 
Woodand Co. 1910. (Imp. 8vo, pp. 969; 402 illustrations.) 

24 Surgical Handbook for the use of Students. Practitioners, House- 
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London: Rebman Limited, 1909. (Imp.8vo, pp. 445. 94s. 6d.) 











curiosities, and has chosen examples of ordinary typical | 
pathological conditions. The object of the Atlas is to 
assist in diagnosis, and there can be no question that it is 
a better aid than an ordinary textbook could be. Accom- 
panying the figures is a text which gives a concise 
description of the causation, progress, diagnosis, and 
treatment of the conditions illustrated. It represents the 
teaching of von Bergmann, to whom Professor Bocken- 
heimer expresses his debts of gratitude in-the preface, 
The pictures are uniformly good; they will be of much 
service not only to those practising, but also to those 
teaching surgery; no collection so complete has hitherto 
been available in the English language. As has already 
been said, the translator has done his work excellently ; 
his text is faithful and lucid throughout. 


Dr. JOHNEON’S treatise on clinical surgery, Swrgical 
Diagnosis,‘ is without question a very sound and instruc- 
tive work. It embodies the results of a prolonged 
and wide experience of surgical work, and the practical 
teaching of its able author is much aided throughout 
by a profusion of excellent illustrations, for the useful 
supply of which by colleagues and friends full acknow- 
ledgement is made in the preface. The book, which is 
intended to meet the needs of the general practitioner, 
and to afford direct help in forming correct diagnoses 
in cases of injury and surgical diseases, gives in addi- 
tion to a description of methods of examination and 
the relative import of signs and symptoms, some patho- 
logical and anatomical data and also some brief histories 
of illustrative cases. Although the author has carried out 
his ideas with decided success, a work of this kind, how- 
ever instructive it may be, cannot by reason of its restricted 
scope fulfil the main and all-important object of surgical 
teaching. From the practitioner’s point of view the study 
of diagnostics quite apart from that of therapeutics will 
not relieve him of all responsibility as a minister of the 
art of healing, and the necessity of consulting in any 
serious and urgent case a succession of bulky volumes by 
different authors may cause confusion and delay. Too 
much importance, it is true, cannot be attached to the 
scientific methods of diagnosis that have recently been 
devised to aid the surgeon in the exploration of deep- 
seated and visceral diseases. These are fully described by 
Dr. Johnson, whose thorough and practical knowledge of 
such special work is shown by the chapters on the # rays 
in surgical diagnosis, on cystoscopy, and on the different 
methods of examining the kidney. These and other 
chapters on new methods of diagnostic research claim 
the attention of both specialist and general practitioner, 
and are likely to repay careful study. Too much, how- 
ever, of the large volumes of surgical diagnosis is taken up 
by matter which might be more conveniently dealt with 
in a treatise of general surgery. 


Professor DE QUERVAIN’S admiraUle book on special 
surgical diagnosis’ is now published in a second edition. 
The aim of the volume and its successful accomplishment 
were praised in a review of the first edition. It will be 
sufficient to again call attention to its outstanding features. 
A series of nearly 400 photographs, interspersed with a few 
diagrams, forms the basis of the discussion of the diagnosis 
of surgical affections arranged according to regions. There 
are paragraphs on treatment, but everything is subsidiary 
to differential diagnosis. The collection of photographs is 
a remarkable one, and this edition is enriched with 147 
additional to those in the first. The book is, however, no 





4Surgical Diagnosis. By A. B. Johnson, Ph.B., M.D., Professor of 
Clinical Surgery in Columbia University Medical College,etc. In three 
volumes. Vol. i: Wounds and their diseases; diseases of the soft 
parts and of the bones; tumours; ‘fractures and dislocations ; syphilis; 
the « rays; head and neck; thorax and breast; abdomen in general; 
peritoneum and injuries of special abdominal organs. Vol. ii: Injuries 
and diseaces of the abdomen and of its contained viscera; the rectum; 
injuries and diseases of the kidney, bladder, prostate, urethra, seminal 
vesicles. scrotum, testis, and spermatic cord. Vol. iii: The spine, the 
nerves, the pelvis, the extremities ; appendix. New York and London: 
D. Appleton and Co. 1909. (Sup. roy. 8vo, vol. i, pp. 830; 257 illustra- 
tions; 1 coloured plate. Vol. ii, pp 795; 253 illustrations; 1 colou 
oe. Tr iii, pp 838; 274 illustrations ; 1 coloured plate. Three vols.. 

Ss. 

5 Spestelle chirurgische Diagnostik. By Professor F. de Quervain. 
Second edition. Leipzig: Vogel. 1909. (Sup. roy. 8vo, 672 pp.; 
392. illustrations; 3 plates. M.15.) 
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Jarger,as some of the old figures have been reduced in 
size, and less important parts of the text are now in small 
type. Study of the pictures alone affords a series of 
valuable object lessons to the student of surgical affec- 
‘tions, and the text is easy reading even to one whose 
acquaintance with the German language is not extensive. 
The series of radiographs of typical fractures is one to 
which special attention should be paid; it is accompanied 
‘by photographs of the deformities presented. The book is 
eminently useful as a work of reference for those faced 
with surgical problems, 


In the preparation of the new and fourth issue of the 
atlas of bandaging by the late Professor HoFrra,® published 
‘by Lehmann, the new editor, Dr. R. GRASHEY of Munich, 
has, without altering the scope and general character, 
made several important changes. The illustrations, which 
form so important a feature of this series of medical works, 
have been much increased in number and arranged on a 
new and apparently more convenient plan. Many addi- 
tions have been made to the text, while in his work of 
omission the editor has been influenced by the recollection 
that some old but still really useful forms of bandaging 
that are rejected as obsolete to-day may emerge to-morrow 
as the latest novelties. Hoffa’s work, though dealing with 
-a branch of surgical instruction which must depend mainly 
on actual practice, is likely in its new and improved form 
to preserve the reputation it has acquired in the course of 
the past fifteen years as a good and useful guide. It deals 
only with bandaging pure and simple, without special 
reference to the treatment of fractures and to orthopaedic 
work. It is, however, very comprehensive and thorough 
in its teaching of this single branch of practical surgery, 
dealing in turn with simple forms of bandaging, with 
retention bandages, with stiffened bandages, and finally 
‘with methods of extension and compression. 





PHYSIOLOGY. 

‘Tt is a curious commentary on the high degree of speciali- 
‘zation which physiology has reached that it should be 
considered advisable for six teachers to collaborate in the 
preparation of a textbook intended not for specialists but 
‘for the ordinary medical student. Even in the more 
‘advanced handbooks, where it is obviously necessary for 
specialists to treat the portions of the subject with which 
they are most intimately acquainted, the unevenness of 
style and treatment -by the individual contributors fre- 
‘quently detracts from their usefulness and lucidity; and 
such an evil becomes exacerbated in more elementary 
treatises. Any one of the collaborators in the Practical 
Physiology,’ edited by Dr. PEMBREY, ought surely, from 
their position as past or present teachers in large medical 
Schools, have been capable of treating the whole subject 
from the student’s point of view. If this had been done, 
the work would doubtless have been more readable and 
practical, in spite of the omission here and there of details 
ef an unimportant nature. The book, however, has reached 
its third edition, and so has achieved a considerable 
measure of success. It is now divided into two parts only, 
Part I treating of experimental, and Part II of chemical 
physiology; the elementary and advanced exercises are 
mingled together instead of being separated as in former 
editions. They are also mixed up with a good deal of 
descriptive and theoretical matter. We notice with satis- 
faction that the amount of work on the frog has been 
reduced, and the experiments on man which have been 
inserted have been increased. The section relating to 
muscle and nerve and similar subjects in the frog is still 
very extensive and too lengthy for the ordinary student 
to compass in the short time which he, amid the conflict- 
ing claims of other subjects, can devote to physiology. In 
tact, to some extent the book falls between two stools: 

6 Atlas und Grundriss der Verbandlehre (Lehmann’s Medizinische 
Handatlanten). Band 13. By the late Dr. Albert Hoffa, Professor in 
the University of Berlin, etc. Fourth and much enlarged edition by 
Dr. Rudolf Grashey of Munich. Munich: Lehmann. 1910. (Cr. 8vo, 
"Taal Mee i ee Me 5° , PES, Contributors: 
A. P. Beddard, M.A., es J. 8. +~om M.B.: M. Flack, M.A., 


M.D.: L. Hill, M.B., F.B.8.; J. J. BR. , M.B.; M. 8. Pembrey, 
+ M.D. Third edition. London: Edward Arnold. 1910. (Demy 








it is too full as a laboratory guide for the student of 
medicine, and too incomplete as a textbook of physio- 
logy, which it apparently aims at being at the same 
time. The names of the authors should be a sufficient 
guarantee that the information the book contains is 
correct and up to date. But we have noted a few 
instances in which this does not appear to be the 
case—for instance, in the account of the chemistry of 
respiration (which, curiously enough, is not contained in 
the part of the book which deals with other physiologico- 
chemical subjects), the account, given of the chemical 
method of blood-gas analysis is imperfect, and the mercury 
pump described cannot be regarded as the best available ; 
the figure which illustrates its three-way tap is also 
incorrect. In connexion with the urinary pigments, no 
mention is made of Dombrowski’s researches, which show 
that urochrome and urobilin have nothing in common. 
But itis not necessary to go through slips of this kind. For 
a student with plenty of time at his disposal the book will 
prove useful, as certain questions are treated more fully 
than is usual in books of this type—for example, Dr. Hertz 
has contributed a useful chapter upon the investigation of 
the motor functions of the alimentary canal by means of 
the xrays. Dr. Ryffel, again, has written a section upon 
lactic acid, its estimation and significance, which, in view 
of the increasing importance attributed to lactic acid, will 
also be of considerable service. 


A certain class of medical students is always on the 
look-out for a short and cheap book to enable them not to 
learn their subject properly, but to enable them to pass 
their examinations with as little knowledge as possible. 
The present book, Notes on Physiology,’ caters for this 
class; it has reached its eighth edition, so the class is 
evidently more numerous than one imagined. The reviser 
states in his preface that he has endeavoured to keep pace 
with the advance of modern physiology, and has for this 
purpose availed himself of certain well-known textbooks 
on the subject. But the pace is evidently too fast for Mr. 
ASHBY, and there are very few pages which manifest 
any thorough acquaintance with physiological knowledge. 
The faults of omission we shall not attempt to cata- 
logue; it will be quite sufficient to say that there 
is no reference to any recent work on the chemistry 
of proteins (which are still spoken of as proteids), 
and no mention of secretin or other hormones. 
We may, however, select a few of the faults of com- 
mission from the large number which we have noted: 
thus, on p. 6 we read that dextrine gives a red colour with 
iodine, which disappears on warming, but does not 
reappear on cooling. On p. 10 the statement occurs 
that paraglobulin gives rise to fibrin when mixed with 
hydrocele fluid; on p. 11 that caseinogen and vitellin are 
nucleo-proteids. In a description of lecithin its empirical 
formula is given on p. 6, but this is discounted by a further 
reference to the same substance on p. 18, where a different 
formula is given. The old incorrect statement that 
cartilage yields on boiling an albuminoid named chondrin 
still stands on p. 34; so also, on p. 53, does the exploded 
idea that normal muscle (and on p. 219 that a normal nerve) 


‘exhibits a ‘current of rest.’’ The rate of transmission 


of nerve impulses in man is still given as 35 metres per 
second (p. 55), and on the following page we read that 
veratria prolongs the contraction of muscle. Page 57 has 
the extraordinary statement that albumen, if injected into 
the blood, acts as a refresher; and p. 58 tells us that the 
temperature of the body is not raised by muscular exer- 
cise. In relation to red blood corpuscles we learn that 
they have no limiting membrane, and that the carbonic 
acid of the blood is contained in the serum, a fluid which 
does not exist during life. The finely granular leucocytes 
are stated to be probably derived from the lymphocytes or 
the results of fission. The account of arterial pressure is 
most inadequate, and what little there is contains at least 
two misstatements—namely, (1) that the fall of pressure 
from arteries to capillaries is due to the blood travelling 


8 Notes on Physiology. By Henry Ashby, M.D. Eighth edition, 
revised by Hugh T. Ashby, M.B., B.C. n, New York, Bombay, 
and Calcutta: Longmans, Green, and Co. 1910, (Post 8vo, pp. 340; 
illustrations 147. 5s.) 
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through a wider stream, and (2) that the peripheral 
resistance is in the capillaries. In relation to respiration, 
not only is all recent work in reference to the chemical 
factor as a regulating mechanism omitted, but we have 
in addition the statement that the venosity of the blood 
does not have anything to do with the mechanism 
of respiration. On p. 130 we learn that fats are hydro- 
carbons, and that in fat digestion saponification only 
occurs in small degree. A few pages later on, steapsin 
is spoken of as an emulsive ferment which emulsfies 
and saponifies fats! The only piece of information 
vouchsafed as to the constituents of succus entericus is 
that it contains an invert ferment. Many examiners have 
read in answers to examination questions on the ductless 
glands, the convenient and short statement that nothing is 
known for certain regarding the functions of these bodies, 
and it would appear that the students might claim that 
they were relying on this book. 


Three more parts of TIGERSTEDT’S Handbuch der 
physiologischen Methodik® have been published. The 
first part of the first volume contains an article by 
Professor Pawlow on the methods*of vivisection, and one 
by Professor Garten on photographic methods of recording. 
The second part of the third volume deals with sense 
physiology, and is by Professor Nagel, the subjects treated 
being the senses of light and colour, visual space percep- 
tion, and ocular movements. The fourth part of the third 
volume contains an account of the central nervous system 
of warm-blooded animals by Professor Trendelenburg, and 
of cold-blooded animals by Professor Steiner. 


A book that has reached eight editions in a little more 
than three times that number of years needs no recom- 
mendation from a reviewer. In spite of many competi- 
tors, Professor SCHAFER’S Essentials of Histology still 
remains the student’s favourite. Every edition is an 
improvement on its predecessor, and, as a rule, a little 
larger; but as the increase in size is mainly due to an 
increase in the wealth of illustrations, no one will grumble 
at the few extra pages. We hope that its distinguished 
author will live to see many future editions. For clear- 
ness of exposition, for accuracy of description, for the 
beauty of its pictures, and for lucid setting out of histo- 
logical methods the book is unequalled, and will for these 
reasons continue to occupy the high position it has so 
long held in the estimation of both teachers and students 
of histology. 


Professor G. N. STEWART’S well-known manual! con- 
tinues to flourish and to grow. The present edition is 
more than 100 pages larger than the preceding. This is 
mainly due to additions to the practical exercises, which, 
as in previous editions, are interweaved with the main 
text. The four years which have elapsed since the 
appearance of the fifth edition have seen a good deal of 
progress in physiological knowledge. This has necessi- 
tated extensive revision, and in parts rewriting. The 
student will find in the manual an excellent and trust- 
worthy guide, and we congratulate its author on the 
results of his labours. 


Dr. A. BRANCA has written a very excellent treatise on 
Histology, which possesses all the clarity of style and 
perfection of illustration for which French scientific 
writers are famous. M. Branca gives short historical 
accounts, which precede the description of each struc- 
ture, and ends each chapter with the histo-physiology and 
histo-genesis and development of the structure in ques- 
tion. This treatment adds greatly to the interest and 





9Handbuch der physiologischen Methodik. Von R. Ti f 
Leipzig: 8. Hirzel. 1910. (Sup. roy. 8vo. M.8.) are 


10The Essentials of Histology, Descriptive and Practical, for the 
of Students. By Professor E. A. Schiifer, F.R.S. Bighee be ag 


London : Longmans, Green, and Co. 1910. (Demy 8vo, pp. 582. 10s. 6d.) 
11 4 Manual of Physiology. By G. N. Stewart, M.D., Professor of 
Experimental Physiology in the Western Reserve University, Cleve- 
land. London: Bailliére, Tindall, and Cox. 1910. (Pp. 1064, with 
numerous coloured plates and 450 other illustrations.) 
12 Précis d’histologie. Secondedition. By A. Branca, Bibliothéque 
Soar Rae OB eth Pla a” Gk Se 
‘ s: J. B. e s. ; ‘ost 8vo, pp. % 
llustrations 390. Fr.15.) “6 





value of the book. The illustrations by M. R. Coquelin are 
most beautiful, and number no less than 390. Wecan 
most cordially recommend this book to any one who can 
read French, for it affords a full and accurate, and yet 
concise and interesting, treatment of the subject. 





BIOCHEMISTRY. 

THE interesting piece of research recorded in the volume 
before us, by Dr. DILLING," has been carried out by him in 
Professor Kobert’s laboratory, and the work has been very 
appropriately dedicated to that eminent teacher. Haemo- 
chromogen is the essential iron-containing substance 
which, united to globin, constitutes haemoglobin. It has 
long been recognized that the examination of its spectrum 
is one of the most delicate of blood tests. The fact that it 
can be obtained in crystalline form was noted almost acci- 
dentally by a few of the older workers. It was Donoghany, 
however, whose attention was directed in 1893 to a more 
detailed study of the subject by the discovery that he 
could obtain the crystals with care by the action of 
pyridine on haemoglobin. This property, however, is not 
confined to pyridine, but is also possessed by other 
reagents. Dr. Dilling has made a systematic examination 
of the subject, and figures in a series of beautiful plates 
the forms of the crystals he has obtained in different 
species of animals by his various methods. The portion 
of the book devoted to the examination of the spectrum of 
haemochromogen is short, and merely confirms the obser- 
vations of those who have preceded him. The substance 
gives*bands in the ultra-violet, as Gamgee showed. It is 
not anticipated that the obtaining of haemochromogen 
crystals will replace the haemin test, for the latter is much 
more easily applied, and is more certain in its result, 
especially when dealing with old or dried blood. A curious 
point, which is apparently new, is that haemochromogen, 
unlike haemoglobin and most of its iron-containing de- 
rivatives, does not give the guaiacum reaction. No one 
can complain of the elaborate way in which this research 
is presented to the scientific world. If authors or pub- 
lishers care to undertake the issue of such an elaborate 
and beautiful book, no one can object. We can hardly 
imagine it will have any great sale, for, after all, though 
interesting, it relates to a comparatively unimportant 
incident in the physical condition which one derivative of 
the blood pigment may assume. Our only fear is that the 
research may be lost sight of. If the paper had been 
condensed and published with a selection of the illustra- 
tions in any well-known physiological journal, it would 
have obtained far greater publicity. Now the author will 
have mainly to depend on notices such as the present one. 


A short note is all that is necessary to chronicle the 
appearance of the twenty-fifth fasciculus of Professor 
OPPENHEIMER’S ambitious handbook of bio-chemistry.!* 
The first three volumes (really five, for the second and 
third volumes are each divided into two) are now com- 
plete. The fourth volume, which deals with metabolism, 
has still to be completed, and we imagine that only a few 
more Lieferwngen have yet to appear. The present number 
contains articles by A. Schittenhelm, P. Rona, R. Hirsch, 
G. v. Bergmann, and P. Morawitz, which deal with various 
aspects of metabolic phenomena either in health or: 
disease, and are all of high excellence. 





LOCOMOTOR ATAXY. 
LOCOMOTOR ATAXY is so common and so chronic a disorder 
that any treatment offering relief for some or all of its 
troubles would be thrice welcome to the practitioner, who 
would hardly be inclined to quarrel with the methods 
employed because they promised no more than a “ clinical 
cure’’ and left the nervous lesions untouched. Such @ 
Rs Atlas der Kristaliformen und der Absorptionsbiinder der Hiimo- 


chromogene. By Walter J. Dilling, M.B., Ch.B. With a ) err by 
Professor nig Kobert. Stuttgart: F. Enke. 1910. (Royal 4to, 


4 Ha h der Biochemie, Edited by Carl Oppenheimer. 
Lieferung 25. Jena: G. Fischer. 1910. (Sup. roy. 8vo, pp, 240. M.5.> 
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‘¢clinical cure’’ is advanced by Dr. JAWORSKI of the 
Medical Faculties of Paris, Lemberg (Austria), Lima 
(Peru), and the Kingdom of Spain.“ That no satisfactory 
treatment of tabes has been found hitherto is very 
generally admitted. The thorough treatment of syphilis 
has not been found to ward off the onset of tabes, five, 
fifteen, or more years later. No amount or method of 
medication has been shown to inhibit, far less to remove, 
the slow spinal sclerosis characteristic of the disease. 
Symptomatic treatments—analgesics for the lightning 
pains, cerium oxalate for the gastric crises, tonics for the 
general debility, Fraenkel’s re-educative exercises for 
the ataxia, and so forth—leave much to be desired in 
their efficacy, and do nothing to arrest the advance of the 
nervous lesions. The new method advocated by Dr. 
Jaworski is that of Dr. Legrand Denslow of New York, 
and consists in the local treatment of any stricture, 
erosion, or sensitive area in the urethra of the male. 
Denslow holds that the nerve degenerations of tabes are 
due to over-exhaustion set up by the continued trans- 
aission of sensory nerve impulses from some peripheral 
area to the central nervous system; treat this area, bring 
about the cessation of this pathological flow of nerve 
impulses, and the clinical cure of the patient will ollow. 
In practice the patient is given a tonic of iron and quinine, 
leads a simple life, and receives urethral treatment 
—urethral incision, local applications by the urethroscope, 
and gradual dilatation—for a period of from three to eight 
months, from one to three visits being paid per week. It 
is important to go slowly with Denslow’s method; old, 
advanced, or bedridden cases benefit little by it, but a 
<linical cure may be expected in 60 per cent. of the 
remainder. The author gives details of 19 tabetics he has 
treated on these lines at the Salpétriére; of these, 7 were 
immensely improved by it, 10 were ameliorated, and 
2 received no benefit; 16 were chronic cases who had 
been long in attendance at the hospital. Ataxia was 
present in 17 patients; in 6 it disappeared, in 5 it was 
ameliorated. Lightning pains were cured in 5 out of 
16 cases, lessened in 9. Urinary troubles were cured in 
5 out of 19 patients, ameliorated{in 9. Jaworski believes 
that Denslow’s is the best method of combating tabes that 
has hitherto been published, and his little book may be 
commended to the attention of neurologists. 





NOTES ON BOOKS. 


MR. MILLER CHRISTY and Miss MAy THRESH have col- 
lected the available information as to mineral waters and 
medicinal springs of the county of Essex '‘ in a memoir for 
the Essex Field Club. There is only one spring in the 
<ounty which is still used for therapeutic purposes (a 
chalybeate spring at Dovercourt). The others have all 
fallen into disrepute, and in some cases it has been im- 
possible to identify them, as they have disappeared. In 
those cases in which identification was possible the spring 
water has been analysed, with the result that they have 
all been found to be feeble sulphate waters with probably 
very little therapeutic value. The temporary fame which 
‘was enjoyed by some of these springs was merely 
artificial, and due to attempts to exploit them for monetary 
purposes. 


The pamphlet on Indiscriminate Spitting," by Dr. 
CONYERS MORRELL, is a useful attempt to put the essen- 
‘tials of our knowledge as to the causes of the spread of 
consumption into a popular form. There are a few points 
on which one might feel disposed to disagree with the 
author but they are not of primary importance. We may 
not all attach the same relative value as Dr. Morrell 
appears to do to the antispitting campaign as a factor in 
the fight against consumption, but for many reasons it 
would be wellif public opinion put an end to indiscrimi- 
nate spitting. The wide distribution of this pamphlet could 
not fail to produce some good results. 





15 Un nouveau traitement du tabes (ataxie locomotrice), avec quelques 
-considérations sur la répercussion centrale des irritations périphériques. 
‘Par le Docteur Helan Jaworski. Paris: A. Maloine. 1910. (Post 8vo, 


‘Pp. 214. Fr. 3.50.) 
16 Essex Field Club Special Memoirs. Vol. iv. A History of the 
Mineral Waters and Medicinal Springs of the County of Essex. By 
er Christy and Miss May Thresh. Stratford: The Essex Field 
‘Club. 1910. (Demy 8vo, pp. 73; 7 illustrations. 2s. 6d.) 
1 Indiscriminate Spitting and the Prevention of Consumption. By 
C, Conyers Morrell. London: Speaight and Son. 1911. (Price 2d.) 





SOME CHILDREN’S BOOKS, 

Of all the many different kinds of books for the young, 
school stories are admittedly the most difficult to write; 
and it must be confessed they are usually the least suc- 
cessful. It is almost inevitable that this should be the 
case, since the schoolboy or schoolgirl, who knows his or 
her contemporaries as they really are, does not write 
about them; and the adult, who does, has forgotten or 
lost touch with that curious world calied ‘‘ school.’’ Miss 
M. THEODORA CORNISH, therefore, is all the more to be 
congratulated upon the life-like manner in which she has 
drawn the schoolgirls who figure in her story One Term,'* 
which is an account of an unusually exciting term at a 
boarding-school, and the troubles which arose from the 
contest between two rivals over a prize. Happily all mis- 
understandings are ultimately cleared up, and we take 
leave of Manor House School restored to its usual calm, 
though not before the heroine has been unjustly accused 
of cheating at an examination, and her friend fallen 
into dire disgrace for publicly defending her. Miss Cornish 
has perhaps erred in over-accentuating the moral of her 
story, but doubtless that will prove no bar to its popularity 
with a large section of the schoolgirl public, who will find 
an additional attraction to One Term in Paul Hardy’s 
prettily-coloured illustrations. 


SHORT musical plays that are suitable for being acted by 
quite young children are always in demand, and in Mrs. 
ARKWRIGHT’S Brownikins and Other Fancies," we have 
some perfect little specimens of nursery drama. Not only 
are the words and music alike excellent (the latter, by 
J. W. Wilson, being very prettily and carefully adapted for 
childish voices), but each play is preceded by full stage 
directions, and the production of one of these little sketches 
should prove a welcome outlet for dramatic talent and 
aspirations in many a family of youngsters in the winter. 
The prettiestof all the Fancies is, undoubtedly, the Dutch 
play, ‘© St. Nicholas,’’ in which the sailor father returns 

ome unexpectedly disguised as the genial saint who, in 
Holland, takes the place of our Father Christmas; but 
‘‘ Bibi’’ is a dainty little Japanese operetta which would form 
a charming episode in a children’s entertainment, whilst 
‘‘ Baby New Year’’ might serve as a novel prelude to the 
distributions of gifts from the Christmas tree. Not the 
least attractive feature of this delightful book is Charles 
Robinson’s illustrations, whilst the letter from Christopher, 
which forms part of the introduction, is quite a master- 
piece. 


Thanks to the large and varied collection of books which 
are constantly being produced for his amusement and 
instruction, the modern boy should find no difficulty in 
acquiring an immense amount of useful information 
regarding a variety of matters of which the children of 
preceding generations grew up in a state of blissful ignor- 
ance. Mr. JOHN LEA’S Cruisers in the Clouds™ is an ex- 
cellent example of this class of literature which has 
grown up in quite recent years. Written in very simple 
language, and with a total absence of unnecessary techni- 
calities, it contains a short but comprehensive account of 
the secular struggle of man for the mastery of the upper 
air, together with descriptions of every kind of machine 
ever invented for the purpose of supplying the human race 
with wings, from fire balloons of the Montgolfier brothers 
down to the latest variety of aéroplane. Itis a book that 
will delight ‘the soaring human boy,’’ for the history of 
the as yet unconquered air is interesting and exciting, and 
Mr. Lea has most skilfully avoided any trace of the didactic 
tone which children resent so keenly, and which is affected 
by far too many writers when endeavouring to instruct the 
youthful mind. The book is well printed in large type 
and is very prettily bound. Numerous illustrations are 
contributed by H. J. Rhodes. 


A companion volume to the one just mentioned is to be 
found in Danger Signals, by the same author, which 
contains a very interesting description of the lighthouses, 
lightships, and the different kind of buoys, not only in 
British waters, but in various parts of the world. Mr. LEA 
has not merely written the history (in many instances 
tragic) of the building of many of the former, but he has 


18 One Term: A tale of Manor House School. A’storytfor girls. By 
M. Theodora Cornish. Illustrated by Paul Hardy. Published by 
Wells Gardner, Darton, and Co., London. (Pp. 269.) 

19 Brownikins and Other Fancies. By Ruth Arkwright. Music by 
z, W. Wines. etaaee ae ag sere: London: Published by 

ells Gardner, Darton and Co. . 82. 

20 Cruisers in the Clouds. By John Lea. Illustrated by H. J. Rhodes. 
London: Wells Gardner, Darton, and Co. 1910. (Pp. 167.) 

11 Danger Signals. By John Lea. Illustrated by H.J. Rhodes and 
other artists. Published by Wells Gardner, Darton, and Co., London, 


1910. (Pp. 153.) 
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carefully explained the lines upon which they, and all the 
other danger signals of the sea, are worked, and gives a 
graphic sketch of the life led by the men whose duty is to 
look after them. This most excellent book is bound and 
rinted in a similar fashion to Cruisers in the Clouds, and 
8 copiously and admirably illustrated by H. J. Rhodes and 
several other artists. 








MEDICINAL AND DiETETIC ARTICLES. 


“* Trilactine’’ Cultures of B. Bulgaricus. 
ALTHOUGH the popularity of sour milk among the general 
public appears to be fast subsiding, the employment of the 
milk or other preparations of the Bulgarian bacillus by 
medical pelicttilonaes as an adjunct to treatment in many 
cases is no more affected by the subsidence than by the 
existence of the craze. Certain new products introduced 
by Mr. W. Martindale (10, New Cavendish Street, 
London, W.), samples of which we have recently received 
and examined, appear likely to be useful where it is 
desired to administer the bacillus in vigorous and active 
form, without the milk. ‘ Trilactine Ferment No. 1’’ is 
a culture of the bacillus in a liquid containing malt ex- 
tract, lactose, and peptone bouillon; ‘‘ No. 2” is a similar 

reparation containing yeast in addition, and is suggested 

or use in cases of diabetes and obesity. Examination 
showed both to be liquids with very little taste, in which 
the microscope revealed abundance of the respective 
organisms. They are guaranteed to keep good for at least 
a fortnight from the time of preparation, and appear to be 
well suited for the purpose for which they are intended. 


‘* Ecsolent’’ Compounds. 

In the BRITISH MEDICAL JOURNAL of February 2nd, 1910, 
p, 526, there appeared a short notice of three ‘preparations 
supplied by the Ecsdlent Compounds (Saracen Buildings, 
Snow Hill, E.C.) intended for the treatment of eczema and 
other skin affections. These comprise an ointment, a soap, 
and a dusting powder. The ointment is made with a basis 
of soft paraffin, and contains zinc oxide, starch, boric acid, 
and resorcin, with small quantities of a number of anti- 
septic and aromatic substances; the soap shows no free 
alkali, but is slightly superfatted, and both this and the 
powder contain some of the aromatic and antiseptic in- 
gredients used in the ointment, while the basis of the 

owder is talc, with zinc oxide, starch, and boric acid. 

e expressed the opinion that ‘‘ from the composition of 
these preparations they may be expected to prove useful 
for the purpose for which they are intended.”’ Practical 
experience has confirmed this expectation, expressed 
nearly twelve months ago. We have had the opportunity 
of satisfying ourselves that the ointment is of great value 
in the treatment of itching eruptions, especially about the 
anus and genitals, and the powder has proved an excellent 
wenren in cases of troublesome intertrigo in the folds 
under the breasts, on the abdomen, and elsewhere. In 
addition to our own limited but decidedly favourable ex- 
perience, we have had submitted to us a large body of 
authentic evidence spontaneously offered by practitioners 
throughout the country. Their statements refer chiefly to 
cases of eczema, erythema, psoriasis, pruritus ani, and 
various other skin affections. The names and professional 
position of those who testify to the usefulness of the 
= a Compounds are sufficient guarantees of their good 


Disinfectants and Soaps. 

In our issue of December 10th, 1910, p. 1860, in comment- 
ing on various disinfectants and soaps made by Messrs. 
E. Cook and Co., Limited, we observed of the principal 
disinfectant, known as ‘‘Cofectant,”’ that ‘it does not 
appear desirable that it should be described on the label 
as non-poisonous.’’ Messrs. Cook and Co. have written 
with reference to this comment to — out that the liquid 
-in question owes its properties to phenoloid bodies of high 
boiling point, which are not capable of absorption in the 
body like phenol, and are therefore non-toxic, adding, ‘‘ we 
have been advised by our medical friends that ‘ Cofectant’ 
is not absorbed by the human body, and it certainly cannot 
be termed a corrosive poison.’’ ‘Of course we do not 
suggest that ‘Cofectant’ may be taken internally with 
yr ow A but there are very many oils, etc., which are 
admittedly in the same category, which are always con- 
.Sidered as be non-poisonous.’’ We do not wish to 
ap to detract from a preparation of considerable merit, 
and have pleasure in thus drawing attention to the non- 
toxic nature of the phenoloids used, but without altering our 








=< 


opinion as to the desirability or otherwise of labelling the 
preparation ‘‘non-poisonous,’’ an expression which may 
Saar lead users of the disinfectant to assume too much. 





MEDICAL AND SURGICAL APPLIANCES. 
Twin Scissors for Sclerotomy (Herbert’s Operation). 
MR. N. BIsHoP HARMAN, F.R.C.8., writes: The instrument 
shown in the figure is designed to facilitate the per: 
formance of Herbert’s operation of sclerotomy for the 
relief of chronic glaucoma. The idea in view has been to 
reduce the difficulty and time involved in making the two 
lateral cuts for the valve-like scleral flap, which is the 
feature of this valuable operation. The instrument has 
been modelled upon the plan, and does the work of, two 
pairs of scissors, so that it has been called ‘‘ twin scissors.’” 
It makes, on the gradual and shearing approximation of 
its blades, two parallel cuts, each 4mm. in length, and 
separated from each other by 3mm. In appearance it is 
something like a needle holder, but the blades are different, 
The lower or male blade is flat and bevelled, so that each 
side presents a sharp edge; its free end is rounded and 
blunt and projects 2mm. beyond the female blades. The 
upper or female blades 
are a pair of parallel, 
sharply bevelled blades, 
springing from acommon 
stump. When thehandles 
of the scissors are closed 
the female blades shear 
down on the sides of the 
male blade and come to 
rest, overlapping it. The 
instrument shown has. 
been used for operating 
on four human eyes with 
successful results ; it was 
then used to cut sheep’s 
eyes, rubber sheeting, 
cloth, and paper, until 
the keenness of the 
blades was dulled; then 
it was successfully sharp- 
ened. The lower handle 
of the instrument has a 
novelty in the provision 
of a finger plate, which,. 
being slipped between 
the second and ring 
fingers at the joint of the 
end phalanges, gives a. 
very steady and easy 
rip of the scissors. In 
cutting with the scissozs. 
it is essential to press. 
the handles together: 
evenly ; if a lateral thrust 
be imparted to them the- 
necessary fractional play. 
of the hinge will allow 
A, View of blades from above; one or other of the female- 

B, section of blades; highly blades to engage its side- 
— of the male blade too- 

firmly, and perhaps check the cut; if the lower handles. 
of the twin scissors be operated by the ends of the 
fingers, just as in using ordinary scissors, the cutting 
will be easy and even. Trial cuts with the scissors. 
should be made on rubber sheeting, but not on paper 
or card. In operating with the instrument, I have 
found it convenient to first turn forward a flap of con- 
junctiva from the chosen site of the sclerotomy; then the- 
keratome is inserted into the sclerotic 3 mm. from the 
clear corneal margin, and passed through and under the 
sclerotic until its point appears within the corneo-iridic 
angle; it is pushed on until a clear 3 mm. of the blade is- 
within the interior chamber ; the keratome is then with- 
drawn. Now the male blade of the twin scissors is pushed 
along the track of the wound until the projecting 2 mm. of 
the blades shows within the anterior chamber ; the scissors 
are then closed, the cuts made, the male blade gently 
withdrawn, and, with the replacement of the conjunctival 
flap; the operation is complete. In the four eyes operated 
upon with this instrument eserine was used subsequently 
for three days. The twin scissors are made by Messrs.. 


John Weiss and Son, of London. 








THE late Dr. Joseph Nelson, Belfast, Ophthalmic Surgeon: 
to the Belfast Royal Hospital and «the Belfast Hospital: 
for Children, left personal estate valued at £13,369 
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THE COMPOSITION OF CERTAIN 
SECRET REMEDIES." 


“AN ABSOLUTE SYSTEM OF MEDICINE.” 
ALTHOUGH such extensive and varied claims are made for 
some of the nostrums, the composition of which has been 
already dealt with in these pages, that they may be said 
to be put forward for the cure of almost every disease, it 
is evident that there are even greater possibilities of cover- 
ing the whole field when the same proprietor puts forward 
a fall series of preparations for internal and external use. 
in the case of “ Wallace’s Twelve Specific Remedies,” 
which form the subject of the present report, the claim is 
definitely made that: 

These Specifics are for the Eradication of all Organic and 
Functional Diseases incidental to the present generation 
during infant and adult life, 
and the prescribing of the “specifics” is regarded as 
@ complete system of medicine. These preparations 
ere supplied from the offices of The Herald of 
Health, London; their authors appear to be Mr. 
Joseph Wallace and Mrs. C. Leigh Hunt Wallace, 38, 
Russell Square, W.C. The medicines are supplied at the 
uniform price of 23. 94. per bottle, containing one fluid 
ounce, but it appears that the proprietors do not confine 
themselves to —— selliog these preparations. In a list 
of “Terms for Medical and Hygienic Consultation with 
‘Mrs. C, Leigh Hunt Wallace (The Wallace Specifics only 
‘prescribod)” fees are named ranging from Balt a guinea 
as ‘‘reduced terms for domestic, railway, and other 
servante,” to two guineas for ordinary “consultation by 
appointment”; and from the same list it appears that Mr. 
Wallace’s terms are three guineas for a consultation and 
five guineas for “ visits to patients’ own residences, within 
3 miles of Rassell Square.” It is not necessary to express 
any opinion as to whether the “system” is one of 
deliberate and conscious fraud and imposture, or whether 
the persons concerned are protected by the completeness 
-of their ignorance from full realization of the true nature 
of their practices. The extracts given below from their 
publications are sufficient evidence of that ignorance. 

The principal account of the “ system” is given in a book 
of about 170 pages, entitled “ Phystanthropy, or, The Home 
Cure and Eradication of Disease. By Joseph Wallace 
(Lex et Lux) and C. Leigh Hunt Wallace,” which is sold 
at Sd. and 1s. The date of the eighth edition of this, now 
-being sold, appears to be 1901 or 1902; this is supple- 
mented by a pampblet dealing only with the specitics, 
\dated 1906, and described as 

SECOND EDITION. By which ‘'Physianthropy” may be 
corrected and revised up-to-date. 

‘The book is divided into several parts, all characterized by 
~& display of great ignorance and great assurance; the part 
with which we are now concerned is entitled, 

__ AN ABSOLUTE SCIENCE OF MEDICINE, IN OPPOSITION TO 
STATE-PROTECTED EXPERIMENTAL QUACKERY, 

its claim to being “ absolute” apparently depending on its 
being unrelated to facts, at least in any such way as the 
sort of science which is stigmatized as “experimental.” 
In the introduction to this part an account is given of how 
-Mrg. Wallace first became acquainted with these remedies 
‘from their “ discoverer,” Mr. Wallace; but it is not stated 
whether he discovered them in a dream, or in some other 
manner equally free from the charge of being experi- 
mental. Bat we are told that 

This invaluable system he has only divulged to clergymen 
-and doctors, who each gladly paid him a hundred guineas, and 
bound themselves, legally, not to reveal the names or the 
tmethod of ap seen of his medicines,. till after he had 
‘published his complete medical work, which would give to the 
\world the free and full benefits of his discoveries. 

-Certain possible criticism is thus dealt with in advance : 


“It is evident that those who say this book is written for the 
‘purpose of advertising the sale of quack medicines, utter a false 
and slanderous assertion upon one whose desires and works are 
ever devoted to the best interests of humanity. 


* Previous articles of this series were published in the following 
-issues of the BRITISH MEDICAL JOURNAL : 1904, vol. ii, p. 1585; 1906, 
vol. ii, pp. 27, 1645; 1907, vol. i, p. 213; vol. ii, pp. 24, 160, 20), 3°3, 530, 
1653; 1908, vol. i, pp. 835, 942, 1373; vol. ii, pp. &6, 5C5, 1022, 1110, 1193, 
1285, 1566, 1697, 1875; 1909, vol. i, pp. 31, 909, 1128; vol. ii. p. 1419; 1910, 
Bas. ; i Pp. ag - 393, 1005, 1063, 1120; vol. ii, pp. 982, 1350, 1928; 1911, 

tl, Dp. 9 . 








The “ Specifics” are thus referred to collectively : 


The Medicines, here introduced to the public for home use 
and priyate purchase for the first time, consist of 


Twelve Absolute Specifics. 


They are scientifically curative of the various diseases and con- 
ditions of the body, which are here carefully enumerated, as 
indicating their requirement. 

At present these Medicines are merely distinguished by numbers, 


as 
“‘ No. I,” “* No. II,” “* No. III,” ete. 

It must be explained that they are prepared in an alcohol denuded 
of fusel oil, and are treble the concentration of those of a similar 
kind prepared by the usual homoeopathiec or allopathic mode, but, 
as explained elsewhsre, the whole of what may be called the 
accumulative, alkaloidal, or a, principles of the plants 
have been removed, and thus their curative powers, when combined 
pres a truly curative regimen, are enhanced in a marvellous 

egree. 

‘Although it may be considered almost hopeless to expect any of 
these Specifics to be improved upon, or superseded, yet should 
others be subsequently discovered which are more prompt in pallia- 
tive action under any: conditions, non-cumulative in the human 
system, and nently curative, they will be described in a future 
edition of this work. 

A footnote states that this was written in 1883, and, 
since only twelve specifics are still described, it appears 
that the faint hope suggested of anything else being 
discovered worthy to rank with them has not been ful- 
filled in the twenty-seven years that have since elapsed, 
in spite of the many advances and new discoveries in that 
time in mere ordinary “experimental” medicine; but 
progress is, of course, incompatible with “an absolute 
system ” of anything. 

No I.—This is stated to be made from Aconitum 
napellus, but to be non-poisonous. It is stated in the 
preface that: 


This was the subjest, in 1891, of a prosecution, as Mr. Wallace 
desired to send it out without the label ‘‘ Poison” being put 
upon the bottle oomanene it. But it is, technically, a poison, 
because it is pe sana rom the poisonous plant Aconitum 
Napellus. Mr. lace has taken a patent out for his method 
of producing from it a non-poisonous tincture.... When the 
law was made that all preparations of that plant were to be 
labelled ‘‘ Poison,’’ it was not contemplated that a non-poisonous 
preparation could bs made. The law is behind the times, and 
needs repealing. 


In regard to its mode of action, we are informed that: 


The chief action of ‘‘ No. 1” is over the whole circulatory and 
nervous systems, controlling them when digeased, in a most 
marvellous manner, without causing any unnatural suppression 
of the vitality. It has a wonderful power of paralysing the 
white, or yeast corpuscles in the blood, and thus staying their 
power of reproduction, or growth, and multiplication ; reducing 
the fermentative abnormal! heat of the blood in a coreeeronets 
degree, thus relieving congested and inflammatory states, an 
so causing the skin pores to become more elastic, open, and 
free, as the capillaries get rid of their congestive blockings. 
The mucous membranes are also enabled to allow free exit to 
the phlegm, or yeasty excretions from the blood, which the 
microscope reveals to be one mass of white corpuscles. It is by 
virtue of this wonderful power of clearing out this effete matter 
that the normal circulation becomes rapidly established, and 
the yeasty impurities of the blood, or death force, which was 
locked up in the brain, or upper parts of the body, has to 
descend outwards, and downwards pete to nature’s law of 
cure), thus cooling the head, and, by nee the circulation, 
warming the feet at the same time. ‘No. I’’ also possesses 
the curative property of encouraging aud assisting nature in her 
expulsion of iron and other mineral drugs, hence its wonderful 
control over neuralgia and lung bleedings, which are drug (iron 
created diseases, or conditions. Thus it is that all abnorma 
baemorrhages, and discharges are specially benefited by it, 
diseased matter rapidly expelled, and healthy fluids conserved, 
while the healthy normal action of the organism is restored in 
the least possible time. 

A pretty specimen of “ absolute ” nonsense ! 

The names of diseases for which this “non-poisonous 
tincture” of aconite is to be taken, and the list of their 
symptoms, occupy several pages. A few specimens will 
show the catholic nature of this “ specific”: 

Dropsy. Insanity. Tubercular diseases. Consumption. 
Bronchitis. Asthma. Heart, stomach, and liver diseases. 
Inflammatory and painful diseases of the spleen, pancreas, 
womb, kidneys. bladder, and bowels. Mumps. Abscessés. 
Scrofula. . . . Hydrocephalus. ... Measles. . . . Small-pox. 
fevers of all kinds. . . . Organic debility. . . . Avgina pectoris. 
. .. Diphtheria. . . . Whooping-cough. . . . Bleeding of the 
nose, eyes, or ears. . . . Polypus of the nose, etc... . Vermin 
under the skin. ... Poisoning by bad or putrid fish... . 
Erysipelas. ... Boils... . Piles. Hysteria. Tooth, jaw, and 
face-ache. Sciatica. Neuralgia. Lumbago. .. . Pleurisy. 
. . - Epilepsy. . . . Painfal, prolonged, and difficult partarition. 
. .. Difficult, deficient, painful, or suppressed menstruation . 
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. . - Lencorrhoes.... Baninting. Sunstroke. . . . Sore throat. 
Cold in the head.... Bright’s disease. Diabetes.... 
Cataract. Amaurosis. Short-sightedness. ee 


Can anything be left for the other eleven specifics to do? 

With regard to the non-poisonous nature of this tincture, 
it is explained that: 

The plant from which ‘‘ No. I” is made is a poisonous one; 
but this tincture is not prepared from, and does not contain, 
that portion of the plant known to be poisonous and conse- 

all cumulative the human organism. The alkaloid of 
the plant has to be almost, if not wholly, eliminated by the 
peculiar mode of preparation and preservation in a non- 

isonous alcohol, which has been previously deprived of its 
Tonal oil and other poisonous properties. So much so is this the 
case, that this preparation of ‘‘No. I”? has been taken by 
mistake by several patients with delicate organisms, and by 
people who mistook it for brandy, in quantities equal to two 
large wineglassfuls or more at one time, without the least 

rmanent injurious after-effects, beyond being very much 

ightened by the peculiar electrical effects produced on the 
nervous system. 

“Two large wineglassfals” would be from 4 oz. to 
10 oz. or more, according to the meaning of “large.” The 
draught would therefore cost from 11s, to 27s. or so, enough 
to make the patients “ very much frightened.” 

The dose for adults is stated to be “ 20 drops to 40 drops, 


according to temperament.” — 

It is somewhat surprising, in view of its non-poisonous 
nature, to read that the antidote to overdoses of ‘No. I” 
for adults is “‘No, III” in 30-drop doses. It is added 
that “the poisonous aconite sold at the chemist’s needs 
port wine as an antidote.” 

It did not appear to be worth while to analyse every 
one of the twelve “specifics,” and “No. I” was not 
examined. 

No. IIl.—The action of this is described as follows: 


The great power of ‘‘No. II’? consists in antidoting, or 
neutralizing, the virulence of the corrosive action of the matter 
of bad, offensive, painful, burning or eating ulcers, whereby all 
pain is allayed and completely averted, when it can be applied 
as directed. Coming directly in contact with the excreted and 
excreting yeast corpuscles, it at once so neutralizes their 
ammoniacal and yore meangine surroundings, however degraded 
their source, that nature can immediately set up, and keep 
healthy, granulations of the part, until all offending matter 
which nature has to expel by that outlet, has oozed out, or been 
discharged, and thus if‘* No. IL” is taken at the beginning, it 
is able to avert skin scars where they would unavoidably be 
peosecet without it. . Hence it is specially curative for all 

roken, open, raw, or ulcerated surfaces, either internally or 
externally. 

It has another wonderful power, as an extension of the above, 
in rooting out hereditary and acquired diseases from inocula- 
tion, and subsequent allopathic or other unscientific treatment. 
It will root out these-old diseases, and mineral drugs, even 
when lodged in the bones, throwing to the surface the’ rotten 
bone with other offending matter; thus enabling nature to 
recuperate, and restore the lost parts. With seemingly latent, 
or internal abnormal growths, or growing ulcers, such as 
cancer and ovarian dropsy, when taken internally, ‘‘ No. II” 
not only stops their slow growth, but, by neutralizing the viru- 
lence of the corrosive or putrefactive ichor excreted from the 
degraded yeast or other germs in the affected parts, enables 
nature to disperse gradually and surely, as a foreign but 
inoffensive substance, the effete matter without injury to the 
vitality, and with but comparatively little general disturbance. 

In burns, scalds, and corrosions from cauteries, and corrosive 
minerals, and mineral acids, externally applied, it is all 

owerful in allaying the pain, preventing suppuration, and 

ealing the part. 


The list of diseases “for which it is the absolute specific 
for all or some of their phases” includes such trifles as : 


Syphilis, and oo of venereal disease. Cancer in every 
form, whether situated in the stomach, womb, bowels, kidneys, 
liver, lungs, breast, brain, throat, tongue, mouth, nose, or any 
other part of the body. Ovarian dropsy. Whitlow. Fistula.... 
Diphtheria. . . . Itching, soreness, or eruption of the repro- 
ductive organs, from whatever cause, in male or female... . 
Deafness, with suppuration of the ears. . . . Necrosis, or rotting 
of bones. Hernia. ... Varicose veins. Aneurisms. . . Con- 
fluent small-pox. Itch. Psoriasis. Eczema. ... Tendency to 
miscarriage. ... Diabetes. ... Cystitis and Bright’s diseases 
in syphilitized persons. Effects of poisoning by corrosive 
minerals and mineral acids. 


Under “ Administration ” it is stated that: 


This specific can be taken in almost any quantity, without 
organic or functional disturbance being created, but when large 
doses are persisted in for a considerable length of time, its 
on ‘and purpose, as already described, become too evident, 
-by the general disturbance created in the digestive organs, 
owing to the extra wave of —— latent matter. being — 
into the stomach, through the uprooting power of the medicine, 





creating for the time acidity, heartburn, and other fermenta- 

tions in the stomach and bowels, but which symptoms cease 

= the medicine is discontinued or lessened in quantity for a few 
ys. 

The adult dose is given as “from seven to ten drop» 
three times daily”; it is also to be used externally as a. 
lotion—" twenty drops to one half-pint of water ably 
hot),” and a medicated oil—“ twenty to fifty drops of the 
tincture to each fluid ounce of pure Lucca oil.” 

The statement, already quoted, that ‘the whole of what. 
may be called the accumulative, alkaloidal, or poisonous 
principles of the plants have been removed,” applies to 
this as to the others. Nevertheless, analysis of ‘ No. II’ 
showed the presence of the alkaloids berberine and 
hydrastine, the proportions being 


Berberine ... ose «. 0.05 per cent. 
Hydrastine... cay we - 0, ‘6 

Alcohol... oop «. 352.5 per cent. by volume 
Extractive ... eee ose Cee me 

Ash i aoe ace, Oo s6 


The ash showed the usual composition of the ash of 
vegetable extracts. 'The extractive agreed in its properties 
with the extractive of tincture of hydrastis (which {also 
contains hydrastine and berberine); this, however, is 
usually made of about twice or four times (U.S.P.) the 
stren of “No. II” in regard to hydrastine. Careful 
search gave no indication of any other ingredient. 

Tincture of hydrastis, B.P.C., is not standardized, but 
an average sample with an equal quantity of water would 
contain about the same | nangpeises-y of hydrastine and 
alcohol as the liquid under consideration. This gives. 
about 23d. as the cost of the contents of a 2s. 9d. bottle. 


No. III.—It would scarcely be of interest to quote what. 
is said about each of the “ specifics” as freely as in the 
preceding cases, and a few extracts will serve. No. III is 
introduced with much verbosity, in which “the yeast 
animalculae, or white corpuscles,” again figure; alcohol is 
referred to as “this singular product... (which no 
chemist that we are aware of has been able to absolutely 
analyse)”; a “ Wallace improved distilling apparatus” is 
= to, which separates alcohol and oenanthic ether 
rom 
their poisonous associates, acetic acid and fusel oil, which from 
their being absolutely poisonous, less volatile, and therefore 
cumulative, as this apparatus demonstrates, they form. the 
chief ‘factor in producing those evils commonly attributed to 
alcohol alone. 

The diseases for which No. III is to be taken include 

Seasickness, biliousness, and bilious vomiting, morning 
vomiting of drunkards, morning sickness during pregnancy, 
asthmatic breathing from alcoholic indulgence. . . . Fatty 
degeneration of the heart. Acne. Diabetes. Diarrhoea... . 
Megrim. Short-sightedness. ... Dipsomania. ... Delirium 
— . - » Poisoning by deleterious chemical products and 

erbs. 

Among the symptoms “ which indicate the requirement 
of No. III” are: 


Excessive selfishness. ... Kleptomania. Excessive mean- 
ness. ... Intense pain, as if a nail were driven into the 
brain. ... Parched tongue. . . . Weak action of heart. ... 


Rumbling in stomach and bowels, with sickening pain... . 
The dose for adults is stated to be ten drops three times 
daily in chronic cases, and in acute cases every five or ten 
minutes till all painful or acute symptoms are dispelled; 
but in the more recent pamphlet the dose is stated to be 


twenty drops in both kinds of cases. 
Analysis showed it to contain 

Caffeine - 0.25 per cent. 

Cane sugar aa eco ke 9 

Glucose or invert sugar oe 0.6 ” 

Ash bas és Pe a 

Alcohol. ove -» 47.25 per cent. by volume 
Extractive ~ ace GR <9 


The ash had the composition common to the ash of 
plant extracts; the extractive showed the uliar 
character of the extractive of coffee. U. coffee 
contains cane —. which is mostly changed to invert 
sugar and caramel in roasted coffee; both contain caffeine. 
Tinctures of raw and roasted coffee were prepared, and it 
was found that a mixture of the two agreed almost per- 
fectly with “ No. III” in its characters and behaviour to 
tests ; a tincture of a pale-roasted coffee would have the 
same composition as the mixture of tinctures of raw and 
roasted, and it is probable that that is what was actually 
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employed. The proportion of caffeine indicates about 
i of coffee to produce 5 parts of the tincture. The 
cost of the contents of a 2s. 9d. bottle would be about 


iid. 

“No. IV is stated to be a specific for warts, to be applied 
by touching the parts affected several times daily. Very 
little is said about it, and it was nof analysed. 

No. V and No. VI are stated to be worm specifics, 
No. V being for small threadworms and long round 
worms, and No. VI for tapeworms. No. V alone was 
examined. The dose is stated to be seven to ten drops 
in a wineglass of water three times daily. Analysis 
showed it to contain : 


Alcohol ees ese ... 30.5 per cent. by volume 
Ash ae G2 


Reducing sugars a A 2.9 
Extractive aes ce. Ses 


The tincture was slightly acid. No active principle of 
any sort could be detected, and the extractive and ash 
showed no distinctive characters by which the plant from 
which they are derived could be identified. The liquid 
was compared with tinctures of drugs that are or have 
been used for worms, but with only negative results. 

No. VIL.—Ié is stated in the book that: 


“No. VIL” is the Specific for gout (and is a tincture of Nux 
Moschata [Nutmegs], prepared according to a special formula and 
vom specially selected fruits). 


In the more recent pamphlet no information is given as to 
what it is prepared from. The dose is given as twenty to 
¢hirty drops in water, three times daily. 

Analysis showed it to contain : 


Alcohol ... ‘ ae per cent. by volume 


Ash eee ase +s 
Reducing sugar... Se ae 
Fat and extractive... ous ae ne 


A tincture of nutmeg was prepared (not, however, “ accord- 
ing to a special formula”) and compared with it, and the 
two were found to agree in all respects. No indication 
was obtained of any other ingredient; the proportion of 
nutmegs appeared to be about 1 part to make 5 parts of 
the tincture. 

The cost of the contents of a 2s. 9d. bottle would be 
about 2d. 

No. VIII is for whooping-cough ; but little is said about 
it in the book, and it was not examined. 

No. IX is described as: 


The specific for mechanical haemorrhages (and is aloes, 
prepared according to a special formula.) 


It was not analysed. 

No. X is described as the specific for bruises, to which is 
added in the book (‘‘ and is ‘ Wallace’s Formula’ of Arnica 
Montana”), but in the later pamphlet nothing is said 
about the drug from which it is made. It is stated that 


it does not pipdnes the slightest erysipelatous swelling or other 
irritation of the skin, which is so frequently experienced with 
the ordinary homoeopathic mother tincture of arnica. For this 
reason the curative action or healing power can be pushed to 
such a demonstration as to surpass ordinary credibility. The 
‘‘ diseases, symptoms, conditions, and mechanical injuries for 
which ‘No. X’ is the specific remedy’’ include ‘‘ Bruises, 
strains, sprains, shocks (electric or otherwise) . . . Effects of 
tight-lacing . . . Corns resulting from mechanical pressure. 
Painful effects of straining with constipated movements of the 
bowels. . . . Effects of violent fits; of miscarriages,”’ 


ete. 

The dose for adults in chronic cases is seven to ten drops 
three times daily in a wineglass of water, and in acute 
cases the same every three hours. It is also to be applied 
externally. 

Analysis showed it to contain: 


Alcohol ooo ove 26.6 per cent. by volume 
Ash ... nae ees 0.38 Na 
Reducing sugars J 
Extractive ... | aan t 


It did not possess the characteristic odour of arnica, but 


had a vinous odour resembling that of sherry; in other 


respects it agreed with a weak tincture of arnica in 
characters and behaviour to tests. The official tincture 
of arnica contains nearly three times as much alcohol as 
this; the cost of a weak tincture, which would be scarcely 





affected by adding enough sherry to give the vinous odour 
would be about 14d. for the quantity in a 2s. 9d. bottle. 

No. XI is described as the specific for cholera, and a long 
extract is given in the beok from “a Pamphlet, entitled 
‘Cholera, its Cause and Cure,’ by Joseph Wallace.” In 
this it is stated that the ific remedy is “ Coffea Cruda, 
or Tincture of Raw M Coffee,” the adult dose being 
three to ten drops in a teaspoonful to a of 
water every five minutes, prolonging the intervals gradually 
as amelioration sets in. 

It is stated that : 


In the early stages of Cholera, when purging, or purging and 
vomiting has commenced for a short time, three or four doses 
at five-minute intervals, I have always found sufficient to 
restore the bowels and stomach to as —_—, natural a 
state, as if there had not been the slightest derangement. 
Such cases with me have never exceeded twenty minutes... . 

If the patient has been allowed to pass into the state of 
collapse, and when every energy of the body and mind has 
been prostrated, the same course of treatment will produce a 
like result, but I would advise the dose of ten drops to be 
repeated every five minutes till amelioration takes place, and 
three to five drops after. I would add hot applications to ex- 
tremities and sides, hand-rubbing as before, and in addition, 
where practicable, prolonged breathing through a handkerchief 
over the region of the heart, this last will restore the vital spark 
when apparently fled. 


The formula is given as follows : 


Steep one pound weight (avoirdupois) of well-dried and 
pulverised raw Mocwa coffee in three and one third pints 
(imperial measure) of strong alcohol for two weeks. Shake 
it well occasionally ; filter through blotting paper, and it is 
ready for use. 


Analysis of “ No. XI” showed it to contain: 


Caffeine... eco 0.1 per cent. 
Sugars (chiefly cane 
sugar) . eee 07 ¥ 
Ash <a «te OSG h= 4 
Alcohol... <a 51.05 per cent. by volume 
Extractive... pan 2.1 a 


The tincture was darker in colour than a tincture of 
raw coffee, and appeared rather to be made like “ No, ITT,” 
from pale roasted coffee, the proportion of the latter iu 
this case being only about one part for twelve parts of 
tincture. No indication was obtained of any other 
ingredient. The cost would be about 13d. for the quantity 
in a 2s. 9d. bottle. 

No. XII. is described as the specific for ringworm, for 
which it is to be taken internally, in the dose (for adults) 
of twenty drops in a little water every eight hours, and 
also app ied externally, though nothing is said about 
external application in the book, where the dose is said to 
be one to three minims in a little water every three to 
eight hours. This “specific” is stated in the book to be 
a tincture of Hydrastis Canadensis ; it was not analysed. 





LUNACY IN CAPE COLONY. 


Tue annual report for 1909 of Dr. W. J. Dodds, the 
Inspector of Lunatic Asylums for Cape Colony,’ shows 
that on the last day of 1908 there were 2,026 registered 
insane (excluding children in the institute for imbecile 
children) in the Colony, and on the last day of the year 
1909 there were 2,109, giving an increase for the year of 77, 
or, including imbecile children, of 83. Of the total number 
on December 31st, 1909, there were 2,058 in the asylume, 
hospitals, and insane leper wards of the Colony, the small 
remainder being distributed over observation wards, gaols, 
and licensed houses, and as single patients. Also of the 
total number of 2,058, 969 were white and 1,089 coloured. 
The total cases under care during the year numbered 
2,330, and the average number daily resident 2,024, 


Admissions, 

During the year 495 were admitted, or, excluding re- 
admissions after lapsed or quashed reception orders and 
transfers, 346 (that is, direct admissions), as compared 
with 361 for the year previous. Of the total direct 
admissions, 161 were white patients and 185 coloured. 





1Reports on Government-aided Hospitals and Invalid Homés. on 
Asylums for Lunatics and Lepers, and on Chronic Sick Hospita)s, 
including Report of the Inspector of Lunatic Asylums, Cape of Gucd 
Hope for the year 1909. Cape Times, Ltd., Cape Town. 1910. 
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As regards the country of birth, 92 white were born in the 
Colony, 38 in Great Britain, 2 in other parts of the British 
Empire, and the remainder in Germany, Holland, and 
other countries; whilst of the coloured patients almost the 
whole number were born iu the Colony. Of the total 495 
admissions, in 97 (whites 56, coloured 41) the attacks were 
first attacks within three months, and in 50 more (whites 
21, coloured 29) within twelve months of admission; in 73 
(whites 35, coloured 38) not-first attacks within twelve 
months of admission; in 166 (whites 77, coloured 89) the 
attacks, whether first attacks or not, were of more than 
twelve months’ duration on admission ; in 31 (whites 15, 
coloured 16) they were of congenital origin, and in 78 
(whites 8, coloured 70) the attacks were of unknown 
duration. As one would expect, the above figures show 
that the whites come earlier under treatment, and that it 
is impossible to obtain accurate information concerning 
many of the coloured patients. 

Considering here only the direct admissions, these were 
classified according to the forms of mental disorder into: 
Recent mania 116 (whites 35, coloured 81); chronic 18 
(whites 2, coloured 16), and recurrent 31 (whites 14, 
coloured 17); recent melancholia 31 (whites 27, coloured 
4); chronic 8 (whites 3, coloured 5),and recurrent 3 (whites 
2, coloured 1); senile and secondary dementia 37 (whites 
18, coloured 19); general paralysis 21 (whites 13, coloured 
8); delusional insanity 20 (whites'14, coloured 6) ; insanity 
with epilepsy, 19 (whites 7, coloured 12) ; congenital mental 
defect 25 (whites 10, coloured 15), the small remainder 
suffering from the less common forms of insanity. The 
—. frequency of recent mania and to a less extent 
of chronic mania amongst the coloured patients, the com- 
parative infrequency amongst the same class of melan- 
cholia, and the smaller prevalence of general paralysis are 
the outstanding features of the above analysis. 

Tarning to causation, the table of etiological factors 
comprises the returns of the asylums of Valkenberg, 
Robben Island, Grahamstown, Port Alfred and Foré Beau- 
fort, and shows that alcohol was assigned in only 14 of the 
whites and 4 of the coloured admissions; acquired syphilis 
in 4 of the whites and 1 of the coloured, and dagga 
smoking in 5 of the latter; nervous disease in 49 of the 
white; various bodily affections in 38; critical periods in 
42; bodily trauma in 7; mental stress in 25, and in the 217 
no cause could be assigned. An insane heredity was only 
ascertained in 26 of the white and 8 of the coloured admis- 
sions. In the asylums of a country like South Africa, 
whose populations are composed very largely of recent 
immigrants and coloured natives, the “ifficulties of 
obtaining family histories must obviously be very great. 


Discharges, Deaths, etc. 

Daring the year 76 were discharged as recovered, giving 
@ total recovery-rate on the direct admissions of 21.96 per 
cent., or for the Europeans of 21.74 per cent., and for 
the coloured patients of 22.16 per cent. In the year 1908 
the recovery-rate for Europeans was 35.7 per cent., and 
for the coloured patients 254 per cent. The average 
ee during the years 1895-1908 was for Euro- 
’ peans 40.9 per cent., and for the coloured patients 28.8 per 
cent. It would be interesting to know why the recovery- 
rate for the colonred patients since 1895 has, with two 
exceptions, been far beneath that for the Europeans. In 
only one year does it appear to have been higher. 

Daring the year also 31 were discharged as relieved, 18 
as not improved, and 146 were transferred. During the 
year 52 Europeans and 98 coloured patients died, giving a 
total death-rate on the average number resident of 7.4 per 
cent., or of 5.5 per cent:'for the Europeans and of 9.1 per cent. 
for the coloured patients. The mean of the’annual percentage 
for 1898-1909 is: Europeans 7.5 per cent., coloured 9.7 per 
cent. The deaths were due in 51 to cerebro-spinal diseases, 
including 12 from general paralysis (whites 6, coloured 6), 
30 from thoracic diseases, including 12 from phthisis 
(whites 3, coloured 9), 16 fom abdominal diseases, 2 from 
accident or violence, and 51 from general diseases, including 
35 from tuberculosis, 34 of these being coloured patients. 
Altogether 46 of the deaths among the coloured patients, 


or 47 per cent. of the deaths in this class, were due to 
tuberculous disease, as compared with 5 deaths, or 9.61 per 
cent., for the Europeans. The average proportion of 
tuberculous to total deaths in the coloured class, for the 


years 190>-9 was 39.51 por cent. Dr. Dodds says that an 





open-air shelter has been authorized for the treatment of 
some of the male tuberculous patients at Fort Beaufort. 
Asylum, but that it had not yet been commenced, and that 
it would not be large enough to cope with the evil even on 
the male side of the asylum. Dysen and enteritis 
caused 4 deaths, and a table furnished by Dr. Dodds shows 
that during the year there were 24 cases of dysentery and 
colitis among the patients and 61 cases of diarrhoea. 


Governor's Pleasure Patients and Criminal Lunatics. 

On January lst, 1909, there were 82 Governor’s pleasure 
cases, 1 insane unconvicted prisoner, and 11 insane con- 
victed prisoners, total 94, on the register, and at the end 
of the year the Governor's pleasure cases had increased by. 
6 and the insane convicts by 8, total 108, or 5.12 per cent. 
of the total registered insane. Dr. Dodds points out that 
Cape Colony has proportionately rsaaag | four times as- 
many Governor's pleasure cases as New South Wales and 
above six and a half times as many as England and Wales, 
and says that it is a pity that more of the insane are not 
seni; to asylums before they commit crimes, and that 
criminals who show mental symptoms are hurried into 
asylums instead of being observed and treated in @ 
properly-equipped prison asylum or hospital ward. — 


Cost. 

The net cost per head per day during 1908, after 
deducting collections from paying patients, at the asylums 
of the Colony ranged from 1s. 54d. in the case of Falken- 
berg to 1s. 9d. at the Port Alfred and Fort Beaufort 
asylums (excluding from this the Robben Island institu- 
tion, where the cost was 2s. 103d, no distinction being 
made as to cost at this latter between insane and leprous 
and non-leprous children). 


Accommodation. 

For some time the provided accommodation of the 
asylums of the colony has been greatly beneath its 
requirements. Notwithstanding the urgency of the 
matter, Dr. Dodds has to say that practically nothing 
was done during the year 1908 to relieve the congest’on* 
Patients had to be crowded into institutions already over- 
crowded, and the number of admissions was practically 
determined by the accommodation available. A!so such 
matters as water supply, drainage, lighting, antiquated 
laundry appliances all urgently require attention. How 
far this deficiency of accommodation was responsible for 
the large numbers of patients who pass to asylums 
through gaols—108 out of 346 admissions in 1909— 
Dr. Dodds does not say, but his strictures on this 
practice deserve quotation: 


The degrading association of sufferers from mental disease 
with criminals in gaols continues; the practice is deeply rooted, 
and there is evil precedent enough for it in the annals of 
ogres 6 but it is a pernicious system, and it could and should 
be abolished. Year after year I have been at some pains, by the 
analysis of the gaol figures, to bring home to the Parliament 
and the people of this country the condition of affairs, and 1 
deeply regret that so little has been done to mitigate the evil. 


The matter is, of course, a financial one, and we hope 
that the new Parliament, recognizing that ge is 
impossible without prawn will grant to these institu- 
tions the financial support they so greatly need. 

How considerable these needs are may be gathered from 
the separate annual reports of the medical superin- 
tendents of the several asylums. All echo the same 
melancholy refrain—insufficient accommodation, rooms 
only fit to be pulled down, defective drainage, and bad 
lighting. Only one paragraph need be quoted here—that 
of Dr. Dodds, writing as Medical Superintendent of the 
Valkenberg Asylum: 


The Cape Parliament, in respect to this institution, leaves, 
Iam sorry to say, a large legacy of wants to the new Union. 
For years practically no — has been done for us.- We have 
gone on admitting patients for whom we had not proper room, 
and whom we could not treat as we ought to have treated 
them, and we have paid into the Treasury from 1905 to 1909 
collections from paying patients to the amount of £32,708. 
—e these five years one ter and one painter have 
been kept at work here, and only £2,322 or so has been ex- 

nded on additions, alterations, and improvements. These 
penne speak for themselves, and they show the straits we have 

on in. 
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CONFERENCE ON SCHOOL CLINICS. 


On Tuesday afternoon a largely attended conference to 
discuss the subject of school clinics was held in the 
library of the British Institute of Social Service, under the 
chairmanship of Viscoant Hitz. The principal speaker 
was Miss Margaret McMrttan, who described the Dept- 
ford scheme and defined the school clinic as the latest 
attempt to anticipate the slow and wasteful and often 
cruel process of evolution, and to remove certain physical 
handicaps from the unfortunate child. The Deptford 
experience had taught her that the institution of the 
chool clinic was bound up with the improvement of 

e social environment. Even the most trivial ailments 
became ser’ous when their course was assisted by un- 
hygienic surroundings. During the four or five months 
that the Deptford clinic had been open, 106 cases 
of skin disease—in most cases septic sores which had 
resulted from mere scratches—had been treated. Yet the 
children limped out again into dirty streets and none too 
clean homes, and the work of the clinic was to some 
extent undone. In this connexion particularly she urged 
the installation of school baths. There were illnesses, she 
continued, which the clinic could cure rapidly; 120 cases 
of ear diseases had been treated during the last ten weeks, 
with the result that 55 were completely cured and a large 
number of the others nearly well. The reason for the 
success was that the daily attention which, naturally, was 
not within the province of a hospital nor within the 
capacity of a mother, was given. Certain affections could 
be cured slowly in the clinic; 160 cases of adenoids 
had received treatment. All operation cases were 
sent to the hospital, but a number were successfully 
treated without operation, chiefly by breathing exercise. 
The central fact in physical education was proper 
breathing, and this was demonstrated daily in the 
clinic, where children in groups of five, and sometimes 
individually, were given breathing lessons. She looked 
upon this adjunct of the modern school as fulfilling the 
place of the nursery in the good home—a common meeting 
ground for doctor, nurse, teacher, and mother. The objec- 
tion was the expense, that great snperstition of modern 
life. At Deptford nothing had been stinted, either in the 
way of fees or appliances, and the 1,049 little patients had 
been treated at a cost of 2s. 9d. a head. If there were 
10,000 children, and a whole-time doctor at a salary of 
£500 per year, and two whole-time nurses could be 
engaged, the clinic could guarantee to treat all such school 
disorders at a cost of about 23. a head. There was nothing 
to frighten a gallant nation in these figures. The work 
was worth the doing. The children themselves were 
* glorious little beings.” They had the plack of the old 
Briton, and never a whimper was heard when they faced 
the doctor or sat in the dentist’s chair. 

Viscount Hrut urged that the clinic had its training, as 
well as its treating, side. He thought the matter of 
breathing was very important. On the Continent one 
rarely saw a child walking in the street with his mouth 
open. It was the commonest sight in this country, and 
was due to the neglect of physical culture. He expressed 
his desire to further from his place in the London County 
Council any movement aiming at the establishment of 
school clinics or clinic centres. 

There was a good deal of desultory discussion, and a 
number of questions were put to Miss McMillan. A 
member of the National Union of Teachers said that that 
body would discuss the question at the Easter conference, 
when a resolution would be moved. 

Dr. Tcuaykovsky said that her experience of children’s 
hospitals was that they could not afford to treat the minor 
cases, and would be grateful to the clinic. 

Mr. W. A. Bowrs, ex-chairman of the Ragged School 
Union, thought that the mission halls in poor districts 
would be available for such purposes. 

The following resolation was moved by Viscount Hitt, 
seconded by Mr. Hotpgn Byuzs, supported by Sir Joun 
Krrx, and carried unanimously : 

That this conference would strongly urge the Board of Educa- 
tion to use its influence to enco e the 8 y establish- 
ment of school clinics by all 1 education authorities, 
believing that the present need cannot be met by existing 


institutions, excellent as these institutions may be for their 
own work. 





LITERARY NOTES. 


Biologica is the title of a new monthly pericdical 
devoted to general biology, natural science, anthropo- 
logy, siehliem hygiene, sociology, comparative patho- 
logy, and applied science. Although the new pub- 
lication will deal more with general than with human 
biology, its subtitle, Revue Scientifique du Médecin, 
shows that the periodical is intended, largely at least, 
for medical ers. The name of the late Dr. L. 
Laloy, librarian of the Académie de Médecine, appears on 
the title page as “Secrétaire de la Redaction,” which 
means that he was to have been the actual editor, under 
the general scientific direction of Professor R. Blanchard 
of Paris, Dr. A. Calmetta, Director of the Pasteur Institute 
of Lille; Professor Dastre of Paris, M. Yves Delage, 
Professor of Zoology in the Faculty of Science; M. A. 
Gautier, Professor of Chemistry in the Faculty of 
Medicine in the University of Paris; and Professor 
Grasset, the distinguished physician of Montpellier. Dr. 
Laloy, who was the real originator of Biologica, died just 
as the idea which he had cherished for many years was 
about to take concrete shape. The first number, which is 
dated January 15th, contains articles on the stability of 
life, by Dr. Le Dantec; sexual selection, by Dr. Laloy; 
and a number of interesting abstracts of communications 
from various sources on the ay of fractures in savage 
animals (Schmutzer); the vitalist doctrine and the origin 
of life (Grasset, Merejkovski) ; human types (F. Régnault); 
@ new p ure for the identification of criminals 
(Tamassia); and others. Béiologica, which is well printed 
and attractively got up, seems to us to give the busy 
doctor an easy means of keeping himself abreast of the 
progress of the “ paramedical” sciences. Itis published by 
A. Poinat, 11, Rue Dupuytren, Paris. 


Messrs. J. and A. Churchill have issued an illustrated 
guide to their publications, entitled, The Literature of 
Medicine and Natural Science. A glance through its 
pages will show the number and variety of books published 
by this well-known firm. Among them are not a few of 
the most important monographs and textbooks on subjects 
which cover the whole range of medical science. 


In the Deutsche medizinische Wochenscrhift some time 
ago there appeared an interesting article by Professor 
Wilhelm Ebstein of Gottingen, on two cases of paralysis 
said to have been miraculously healed in the early part of 
the thirteenth century at the shrine of S. Elizabeth of 
Hungary. The cures are recorded in a report on the 
miracles wrought through the intercession of S. Elizabeth 
sent by an ecclesiastical dignitary to Pepe Gregory 1X. in 
1233. One of the cases referred to Ebstein is an 
example of facial paralysis which is dercribed in the 
original text (quoted by Huyskene in Quellenstudien zur 
Geschichte der Elizabeth, Landgrifin von Thiiringen, 
Marburg, 1908), as follows : 


‘‘ Lutgardis de Urbach Moguntine diocesis jurata dixit, quod 
cum esset XX annorum et nuper circa festum beate Margarete 
dormiret in meridie exporrecta, oculum unum et os habuit sic 
distorta, quod oculum claudere omnino non — (sic), continue 
tremulum, et in ore nec salivam tenere potuit neque potum, et 
dentes ejus deformiter apparebant tota facie in partem unam 
transversa. Visitante autem ea ex voto tumulum domine 
Elyzabet et ejus auxilio suppliciter implorato et super tumulom 
suum capite inclinato, cepit oculum claudere et alias in facie 
emendari, ita quod intra septem dies statum priorem faciei sue 
plene recepit. Obtulit autem tunc ceream faciem in simili- 
tfudinem faciei sue, et, dum auxilium et gratiam invocaret 
domine Elyzabet, censualem ei se fecit ad quatuor denarios 
annuatim tempore vite sue. Requisita de wae egritudinis 
respondit, quod ebdomadibus octo duravit. ortwinus, pater 
istius domine, juratus concordat cum eadem de egritudine ejus, 


. quam videt de transitu ejus ad tumulum, de sanitate statim post 


adepta. Tragboto, sororius ipsius domine, juratus concordat 
cum patre. 


As Ebstein points out, the open eye whose lid could not be 
closed, the distorted face, the mouth drawn to one side 
and unable to retain saliva or drink, make up a picture of 
facial palsy that cannot be mistaken. Ebstein thinks that 
the sudden onset and the speedy cure tend to show that 
the case was one of rheumatic paralysis. Slight cases of 
this kind often get well of themselves very quickly. 
Ebstein seems to think that the “ waxen face” which the 
lady is said to have offered after her cure was a symptom, 
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or rather, a remnant, of ber disease; surely it was an 
ew voto which she presented to the shrine, together with 
the annual donation of four denarii which she promised ? 
The other case quoted by Ebstein from the same source is 
described as follows under the title De viro distortos oculos 
habente sanato : 


Henricus de Confluentia, Treverensis diocesis, XV annos 
habens, juratus dixit, quod oculos distortos habuit a Pente- 
costes, quod proxime preteriit usque in festum sancti Remigii 
(1232 May 30 to October 1) ita, quod unus oculus nimis erat 
elevatus et alter nimis depressus et os distortum, preterea in 
dorso habuit vulnus maximum, votum fecit ad Dominam 
Elyzabet et, dum erat in via, recepit statim sanitatem. 


Testimony to this case is borne by “ Conradus,” “ Walterus,”’ 
‘‘Wiemnudis,” and “ Goto,” of the same city. In this case 
the illness was of longer duration than the former, but the 
cure was instanteous, having, in fact, been wrought before 
the patient had time to reach the shrine of the saint. Here, 
according to Ebstein, we have an instance of spasm of 
some Of the facial muscles rapidly disappearing of itself. 
The invocation of the saint was a coincidence, though, of 
course, the mental suggestion inspired by faith may have 
had some part in hastening the cure. But what of the 
great wound (vuinus maximum) in the back? There is no 
mention of its having been healed. Conradus and the rest 
of them are simply reported to have said se vidisse eundem 
juvenem si coc (? sic 08) et oculos distorta habentem et post 
redditum swum sic curatum. It is curious that so-called 
‘miraculous cures always leave something to be desired, 
not only in regard to the evidence, but in respect of 
completeness. It may be added that they often fail in 
point of permanence. 


The January number of The Child has recently made its 
appearance. As usual, this attractive magazine contains 
much that is at once interesting and instructive. Its most 
important item is, undoubtedly, the opening article, written 
by A. F. Tredgold, Consulting Physician to the National 
Association for the Feeble-Minded, whose remarks upon 
“The Mentally Deficient Child” contain a useful and 
much-needed warning. Dr. Tredgold has no delusions 
regarding the danger caused to the entire community 
by the mentally unfit of either sex, whose numbers, 
of late years, are said to have steadily increased, 
despite the vast sums expended by the State upon the 
special training and instruction of children of un- 
sound mind or insufficient intelligence. All this costly 
education, however, which under proper conditions 
should transform the mentally deficient child into a 
re seas grouped citizen, is absolutely useless unless 
followed by constant supervision of the child during the 

ears which succeed his school career. “ Mental defect 
is incurable,” says Dr. Tredgold, “and it is necessary 


to emphasize this point, because there is a tendency © 


in some quarters to think that the conversion of the 
defective child into a normal citizen is only a question of 
‘special’ schools. . . Nothing could be more fallacious. . . 
Such training is absolutely necessary if these children are 
to be turned to any useful account in after-life, but I must 
emphatically protest against the notion that any training, 
however ‘special,’ can be curative. Amelioration will cer- 
tainly take place, but some degree of defect will always 
remain, and this will effectually prevent these persons 
from ‘competing on equal terms with their normal 
fellows, or managing their affairs with ordinary prudence.’ ” 
Therefore, it is absolutely necessary for “ special” training 
to be followed “by a definite system of supervision and 
after-care. At the present time, with the exception of 
voluntary committees in a few large towns, there is no 
such system. The mentally-defective child, after years 
of elaborate and expensive teaching, is turned adrift at 
the age of 16, to steer his own course and to shift 
for himself as best he may. The result is that, in 
the greater proportion of cases, the training is 
absolutely wasted; the feeble-minded youth or young 
Woman passes from one situation to another, and 
only too often is to be found in the prison, the workhouse, 
or the rescue home within a few years of leaving school.” 
Another important point to be observed is that “ at the 
present time absolutely nothing is done to prevent the 
propagation of the feeble-minded.... The result of 
this is that the progeny of the mentally deficient are 
multiplying by leaps and bounds, and there cannot be the 








slightest doubt that this multiplication is contributing 
enormously to the number of the criminal, unemployable, 


pauper, and parasitic classes of the country.” There are 
only two measures by which it would possible to 


check this ever-increasing evil, and these are steriliza. 
tion and ation ; and for several reasons Dr. Tredgold 
inclines towards the latter as the most effective solution 
of an extremely important problem. So far we have been 
concerned with the welfare of children whose mental 
ac are backward or defective, but in his article on ‘‘ The 

roblem of the Poor and Ailing Child,” Dr. A. D. Edwards 
pleads the cause of the children whose physical health 
is impaired, and points out the folly of an economy which, 
by neglecting to insure a race of strong and efficient 
children, inevitably results in a large number of menial 
and physical degenerates who have to be supported by the 
State. Another plea for the afflicted little ones of this 
great country is made by E. W. Austin on behalf of 
“ Books and Libraries for Blind Children,” whilst E. J. 
Wareham, in a charming article entitled ‘' Fairy Lore and 
the Slum Child,” gives a touching account of the joy 
introduced into the lives of these little slum-dwellers by 
the “Fairy Tale Society,” whose members have per- 
mission to entertain the pupils of the London County 
Council Schools at stated times with the adventures of 
“ Rumpelstilzkin” or “Little Red Riding Hood.” Other 
items of interest in this month’s number of The Child 
include an article on “The Child and the Actor’s Art,” 
by Thomas Burke; Miss Alice Elliott’s “Child Welfare 
and the Metropolitan Police”; an interesting account of 
the “ Manchester and Salford Boys’ and Girls’ Refuges 
and Homes and Children’s Aid Society,” by Thomas R. 
Ackroyd; and a short sketch of the life and work of the 
“ good Lord Shaftesbury.” 





SCIENCE NOTES. 


THE serum diagnosis of rabies has as yet not received 
much attention. Three years ago two attempts were 
made in this direction, both with negative results. 
An explanation is vouchsafed in a recent paper by 
Nedrigailoff and Sawtschenko.'! In the early experiments 
an emulsion of the brain of a rabbit dead of rabies was 
used to immunize a series of other animals. The serum 
of these animals was then tested with the brain substance 
of animals infected with rabies as well as with that of 
others uninfected. Complement fixation was obtained in 
every case, and thus the method was apparently of no 
value in diagnosis. The anomalous result, however, is 
shown by the above-mentioned workers to be due to the 
fact that in the immunizing process brain substance was 
injected, and that an antibody was elaborated to this. 
Being present in the diagnostic serum which was pre- 
pared, it is obvious that this would react with the brain 
substance of the test animals and so give complement 
fixation independent of the presence of rabies. Another 
organ, however, is available for the preparation of an 
antibody—namely, the salivary glands, for it is well 
known that, except in the earliest stages, these contain 
a certain amount of the rabies virus. These were accord- 
ingly selected for experiment. They were removed from 
an infected animal as soon after death as possible, and 
ground up in a mortar with normal saline. The mixture 
was then subjected to repeated shaking, and eventually 
to centrifugalization. With the supernatant fluid a horse 
was immunized. In the course of time the serum from the 
horse was found to contain a specific antibody, which, by 
the usual methods, gave complement fixation with the 
salivary glands of men and dogs which had died of rabies, 
but no fixation with those of normal men or animals. 
At the same time it gave complement fixation with the 
brain substance of both infected and uninfected animals. 
It is evident, therefore, that this serum is specific only 
with regard to the salivary glands, and that it may thus 
be of no practical value in the important initial stages 
before the virus has had time to reach the salivary glands, 





1 Zeit. f. Immunititsforsch., I Teil, December 21st, 1910, pp, 353-7. 








THE eighth annual meeting of the American Society of 
Tropical Medicine will be held in New Orleans on 
Thursday and Friday, May 18th and 19th. 
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MEDICAL FEES. 
SwiFrt enshrined the memory of his physician in the 
famous description of him as one “who knew his art 
but not his trade.” It might not unjustly be claimed 
that this character belongs to the profession as a 
whole, for as a class none do more work for charity or 
for a small pittance than doctors. We are not con- 
cerned to deny that there have at all times been some 
who knew their trade as well as their art, and others 
who knew their trade but not their art. But the pre- 
dominant type is still that represented by John 
Arbuthnot. Some months ago a correspondent of the 
Yorkshire Telegraph cited a remark of a judge that 
“ medical men are the most unbusinesslike men under 


the sun.” If to be businesslike means putting one’s’ 


own personal interest before everything else, the 
remark is true, and we accept it as a compliment. But 
the lack of business instinct, although an admirable 
quality in a profession which exists for the relief of 
human suffering, may be carried too far. The public, 
which largely consists of persons whose instincts are 
predatory rather than charitable, is apt to take ad- 
vantage of what it looks upon as an amiable weak- 
ness. It is no wonder, therefore, if the people have 
come to regard us as philanthropists whose skill is 
always at the disposal of whoever may suppose him- 
self or any one else to be in need of it. It may be 
admitted that as the doctor’s work lies, like that of 
Johnson’s Levett, in “ misery’s darkest caverns,” he 
often has to find stich comfort as he can in the 
reflection that virtue is its own reward. But for the 
belief that has become deeply rooted in the public 
mind that a doctor should give his services for 
nothing, or take what he can get—when he can get 
anything—and be thankful, the profession itself is 
mainly responsible. It should once for all be recog- 
nized by ourselves that as the priest lives by the 
altar so the doctor must live by his art. This 
lesson should also be impressed on the public, 
which would then value medical service more highly 
than it does at present, when the fruits of the doctor’s 
“own gained knowledge” can so easily be had for 
nothing. The last might then be heard of the silly 
complaints which are often allowed to find expression 
through the voice of a coroner, echoed by the news- 
papers, when a medical practitioner has declined to 
attend a case without some assurance that a fee shall 
be forthcoming. It is seldom, indeed, that a doctor 
allows the pecuniary consideration to influence him 
when he is called in an emergency. But it should be 
understood that a man who has often been called to 
cases of trivial illness as if the life of a fellow creature 
were trembling in the balance, or who is importuned 
by an insolvent patient, is as much within his right 
in declining to attend as a butcher or a baker is in 
refusing to supply meat or bread without reasonable 








prospect of payment. The labourer in the vineyard 
of medicine is at least as worthy of his hire as any 
other. 

We have been led to use this plain manner of speech 
by some correspondence which has recently appeared 
in the Times. The discussion was started by a letter 
signed “Senior,” in which the writer raises two dis- 
tinct points connected with medical charges. He begins 
by complaining that he cannot get a detailed account 
for professional services from his doctor, and he 
suggests that this is because “the excellent man 
seems to fancy that it is beneath the dignity of his 
profession to condescend to details.” Apart from the 
fact that comparatively few general practitioners can 
afford themselves the luxury of a secretary or ac- 
countant, it does not seem to strike him that it is not 
a matter of dignity, but of time. Every one knows 
the irritation caused to the ordinary man by a 
solicitor’s bill dragging its slow length along over page 
after page. We think it likely that a bill of medical 
charges drawn up in similar detail would be re- 
garded by very many people as an annoyance, if 
not as an impertinence. We have seen some 
old bills in which every pill, potion, clyster 
injection, and what not, was carefully entered ; the 
effect is grotesque, and in the case of a large and 
sickly family must necessarily have given rise to 
unseemly gossip, possibly to unpleasantness. Such a 
bill, if made out by a secretary or accountant, would 
in itself constitute a breach of professional secrecy. 
If there are persons who share “ Senior’s” opinions as 
to medical charges, there is an easy remedy for the 
grievance: Let them pay the doctor in ready money, 
and the need of bills of any kind will, as Carlyle would 
say, evanesce. “Senior,” who says that “ doctors’ 
bills would be more quickly and more cheerfully 
paid if they were rendered in a clear, businesslike 
manner,” would find that the excellent man of whose 
vagueness he complains would cheerfully receive 
his fee if it were paid in a businesslike manner 
at each visit. This plan would have the further 
advantage that it would not allow time for the 
patient’s gratitude to cool, as it proverbially does 
after recovery. 


Three faces hath the doctor: When we’re ill 
He seems an angel; when he cures the evil 
God’s self we hail him. When the little bill 
Comes in long after, he’s the very D——1. 


The other point raised by “Senior” is what he 
describes as “the persistent and rapid growth of 
medical charges.” He quotes Mr. Gladstone as saying 
about twenty-five years ago that these charges were 
becoming so excessive as to approach the verge of a 
scandal. Mr. Gladstone said many things in his long 
life, many of which at some time or other he unsaid. 
But we find it difficult to believe that a man who 
held the profession in such honour as he did ever 
uttered such nonsense, at least as a general state- 
ment. Till little more than thirty years ago the 
physician’s fee had continued the same since the days 
of Queen Anne, when the purchasing power of a 
guinea was much greater. Then by general agree- 
ment of consultants the fee for a first visit was 
raised to two guineas. At this figure it has remained 
with some few exceptions till to-day. That the 
fee is too small is generally admitted; it places 
younger men at a disadvantage, for the public, which 
is naturally attracted by names, does not willingly pay 
the same fee for the opinion of an assistant physician 
that it does to one of the leaders of the profession 
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even though the opinion of the junior may be in itself 
more valuable. The immense development of methods 
of scientific diagnosis within the last two decades 
should also be taken into account. The time has 
long gone by when a physician was content with 
looking at his patient’s tongue, counting his pulse, 
and summarily testing his urine. Now all the 
resources of the laboratory must be brought into 
play if justice is to be done to the patient. 

Perhaps it is the scale of fees for surgical opera- 
tions that “Senior” has chiefly in view. That 
surgical as distinct from medical charges have 
risen is probably true. This is the inevitable 
resulé of the vast extension of operative work 
which has been brought about by the labours 
of Lister and those who have toiled in the 
same field. The average surgeon can now do far 
more for the cure of disease and the relief of 
suffering than could be done by the most skilful 
half a century ago. It is but right that a higher 
degree of skill should demand a higher price. We 
would apply to surgery the memorable answer given 
by Whistler to a question insinuating that the paint- 
ing of a picture had taken him but a short time: 
“True; but if has taken me a lifetime to learn how 
to do it.” Here, again, people who demur to what 
they consider excessive fees can always find men who 
will do what is required in a thoroughly workman- 
like fashion at a relatively small cost. The general 
standard of medical education is now so high that 
adequate skill is within the reach of the most 
moderately furnished purse. 

We would end with a note of warning to people 
who grumble about surgical fees. There is profound 
truth in the apparent cynicism of the teaching of 
Henri de Mondeville, surgeon to Philip the Fair of 
France, that it is well for the patient that the surgeon 
should be certain of a proper fee; then, he says, the 
surgeon can give his whole mind to the case, and 
brain, hand. and eye all work together for the achieve- 
ment of a cure. Mondeville spoke out of a bitter 
experience, for he says: “I have never met with any 
man rich enough, or rather honest enough, whatever 
his station in life, ecclesiastic or otherwise, to be 
willing to pay that which he had promised without 
compulsion or pressure.” Though be was surgeon to 
a king and had a vast practice, he died a poor man. 
We need not point the moral. 








POOR LAW OUTDOOR RELIEF ORDERS. 


In the SUPPLEMENT for last week will be found the 
text of the new Draft Order for the regulation of out- 
door relief, drawn up by the Departmental Committee 
appointed by the President of the Local Government 
Board. The Board, of course, is at present in no way 
committed to this Order, but, if it is finally adopted, 
it will work a radical change in the system of giving 
outdoor relief, at any rate, in many districts. 

Taking a general view of the proposed Order, the 
following points are of special importance: (1) It 
replaces by a single uniform code, applicable to every 
union in England and Wales, the chaos of Orders and 
Regulations about outdoor relief now in force. (2) The 
distinction between the “able-bodied” and the “non- 
able-bodied ” is dropped; the term “ able-bodied” has 
been open to such varied interpretations that it has 
practically depended on the traditions of particular 
unions. In some the physical condition of the pauper 
has been the criterion, while in others its application 
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has depended on more or less arbitrary limits of age. 
The old Poor Law Board would have interpreted it as 
meaning persons “ordinarily able to earn a liveli- 
hood,” whereas in the evidence given before the 
Scottish Departmental Committee it meant “ordi. 
narily capable of earning his own living, although at 
the time he might be temporarily disabled.” It was, 
in fact, impossible to give any rigid definition of the 
term. (3) The Order provides for the general intro- 
duction of the “case-paper” or “history sheet” 
system, which is intended to secure that informa. 
tion as to the circumstances and history of appli- 
cants for relief shall be readily available so that 
guardians may be assisted in dealing with cases in 
an appropriate manner. The schedule to the Order 
prescribes the minimum particulars which are 
to be entered on the case-papers, leaving it to 
the guardians to add further particulars as they 
think fit. It is specially to be noted that the 
case-papers are not required in the case of casual 
paupers. (4) The labour test and the modified work- 
house test will only be available with the consent of 
the Local Government Board, and only in circum- 
stances of necessity, and for a limited period in the 
case of a particular union where the ordinary system 
is inadequate to meet exceptional conditions. (5) The 
Order defines in Article II the classes of poor persons 
to whom relief may be given without the imposition 
of any test. These classes are: (a) A person requiring 
relief on account of sickness, accident, or bodily or 
mental infirmity affecting himself.or a dependent 
member of his family, those infirm from old age 
being specially included. At the same time it is 
provided that a medical certificate, which it is sug- 
gested should be attached to the case-papers, shall 
be required before relief in money is given to any of 
these persons, though if the certificate states that the 
infirmity is of a permanent nature no further certi- 
ficate will be necessary for further relief on account 
of that infirmity. (6) A person needing relief to defray 
the expenses of burial of a member of his family. 
(c) A widow in the first six months of her widowhood. 
(ad) A widow with a legitimate child depending on her 
and no illegitimate child born after the commence- 
ment of her widowhood. (e) A married woman living 
separate from her husband. With the above excep- 
tions, no relief other than institutional relief is to be 
given to any person within the union, and it is sug- 
gested that the institutions should be of a specialized 
character, the selection being left to the guardians. 

This prohibitory rule will be seen to be of a very 
radical character. Certain exceptions to be found in 
the Orders now in force are omitted from the present 
draft. For instance, “Relief required on account of 
sudden and urgent necessity” is no longer named, as 
it is considered that for cases not actually covered by 
the above exceptions, the only appropriate relief would 
be relief in kind, which the relieving officer is still 
able to offer. “ Relief required in the case of a person 
in custody of the law” is also omitted. This is no 
longer necessary for the persen himself while relief 
of his family while resident with their mother is pro- 
vided for. “Relief required by the family of soldiers, 
sailors, or marines” is also omitted, being provided 
for otherwise. In the case of the children of these 
persons whose mother is dead or has deserted them, 
institutional relief is necessary. 

Referring to the recommendations of the Royal 
Commission on the Poor Law, the Departmental Com- 
mittee claims that its proposals satisfy, as far as the 
scope of a draft Order permits, all the recommendations 
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of the Majority Report which refer to outdoor relief 
regulations. The whole tenor of the Royal Commis- 
sion’s proposals is to the effect that a test, which was 
the pivot of the reform of 1834, is stilla necessary 
condition of the grant of relief in ordinary cases. 
The Commission qualifies this doctrine by saying that 
the test should be not merely preventive but curative, 
but this addition cannot be dealt with in an Order 
such as the present, which is not concerned with the 
provision of institutions or their internal administra- 
tion. With regard to the Minority recommendations, 
the Committee says: ‘‘The proposals yaade by the 
Minority of that Commission presuppose such a funda- 
mental change of the machinery of Poor Law admini- 
stration, that it has been practically impossible to 
consider them closely in relation to the terms of the 
Order which is now put forward. At the same time, 
we conceive that our proposals are not opposed to the 
spirit of those made by the Minority.” 

The evolution of the existing Orders has been closely 
studied by the Committee, and it is pointed out that 
“ one of the main objects of the reform of the Poor 
Law in 1834 was, briefly, to restore the independence 
of the labouring classes by counteracting the attrac- 
tiveness of parish relief. This could only be done by 
attaching conditions to the receipt of such relief, and 
the most effective of the possible conditions was that 
the relief should be given only in a workhouse.” This, 
of course, presupposes adequate workhouse accommo- 
dation, and until that could be provided some substi- 
tute such as the outdoor labour test was necessary. 
It is to be noted that no Order was ever issued abso- 
lutely forbidding relief outside the workhouse, as 
exceptional circumstances were always allowed for. 
Considerable progress was made in the early years 
after 1834 in securing a uniform code throughout 
England and Wales, and in 1841 the first General 


_Prohibitory Order was issued to 454 unions. Butin 


1842 it became clear to the Poor Law Commissioners 
that it was not practicable at that time to make the 
Order universal in its operation. For instance, many 
of the rural unions had no workhouse or noi a suffi- 
cient one, while certain metropolitan unions and 
unions in the manufacturing districts of the North 
had only small and ill-constructed workhouses. In 
other cases, too, the Workhouses might be temporarily 
full. In many of these cases an Order was accordingly 
issued permitting the grant of outdoor relief to able- 
bodied men on condition of the performance of a task 
of work. The amount, however, to be given by the 
guardians was to be “relief,” not “ wages”—that is, 
it was to be calculated according to the needs of the 
applicant and not according to the work done. In 
1847 the General Consolidated Order was issued, and 
no further change of moment was made until 1852, as 
the Poor Law Board which succeeded the Poor Law 
Commissioners in 1847 continued to work with the 
same tools—that is, the Prohibitory and Labour Test 
Orders. In 1852 the first Outdoor Relief Regulation 
Order was issued to unions not already under the 
Prohibitory Order, and this required a certain pro- 
portion of the relief to be given in kind and weekly. 
A labour test was also imposed on all able-bodied 
male applicants. Many boards of guardians, however, 
objected to this, and the Order was withdrawn and 
replaced by the General Regulation Order, which is 
now in force. Great pressure was brought to bear 
on the Board to induce it to alter the con- 
ditions of relief on a labour test, but the Board 
resolutely kept to the condition which prohibits relief 
to an able-bodied male while he is employed for wages 





or other remuneration, though it was pointed out that 
it did not prohibit relief given in the case of a man 
working for wages on one day and being without work 
the next day, and being then in need of relief. The 
proceseé of replacing the Regulation Orders by Pro- 
hibitory Orders has continued down to comparatively 
recent times. In certain unions, however, an Order 
has in recent years been issued enabling guardians to 
give relief under the modified workhouse test-—that 
is, by taking only the head of the family into the 
workhouse while relieving his wife and family 
outside. 

The report states that of the existing 644 unions 
274 are under the Prohibitory Orders alone, 254 under 
the Prohibitory and Labour Test Orders combined, 
116 under Regulation Orders, and one (Brighton) is 
regulated by provisions contained in a local Act. At 
one time attempts were made to apply the labour test 
to able-bodied female applicants for relief, but the 
difficulties were found to be insuperable, and no test 
is imposed on them by the Regulation Order, though 
the Prohibitory Order applies its test to both males 
and females who are able-bodied. It will be seen 
from the above that the provisions regulating outdoor 
relief have been practically unaltered since 1852, 
except, perhaps, for the introduction of the modified 
workhouse test in the case ofa fewunions. Neverthe- 
less, it would not be correct from this to assume that 
there has been no change in practice. Much is left 
to the discretion of the guardians, and within the 
limits of the Orders there is room for great differences 
in administration. From time to time the central 
authority has intervened to secure a more efficient 
administration of the Orders, and in the ten years 
ending 1878 there was a considerable reduction of 
outdoor relief coincident with special activity on the 
part of the central authority. There has been a 
gradual and general adoption of the main principles 
of the Prohibitory Order, even in unions under the 
Regulation Orders, with the result that to-day 
the ordinary workhouse test is imposed as much in 
one class of unions as in the other. The reason for 
this is that most of the unions under the Regulation 
Orders have now acquired adequate workhouse 
accommodation, so that one of the main reasons 
which led to those Orders has ceased to exist, 
and we are told that “guardians acting under both 
forms of Order have found by experience that the 
application of a workhouse test is, as a rule, the 
most satisfactory system of dealing with an applicant 
who does not come within one of the specially 
excepted classes.” 

It is evident that if the draft Order comes into force 
the discretion of boards of guardians in giving outdoor 


-relief in the future will be considerably restricted, 


and the granting or withholding of medical certificates 
will place a great responsibility on the union doctors. 
For instance, in the case of persons over the age of 60 
who are past work and not really able-bodied, but 
who have not arrived at the age of 70 so as to be 
entitled to the old age pension, the question of bodily 
infirmity may often be a difficult matter to decide, and 
the refusal of a medical certificate will compel the 
guardians to refuse outdoor relief. In short, the 
responsibility for restricting the amount of outdoor 
relief in the future will to no small extent be taken 
from the guardians and placed on the shoulders of the 
medical officers, who, after all, are in nearly every 
case best able to judge, when there is any question 
of infirmity, what persons will be most benefited by 
institutional relief. 
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SICKNESS AND INVALIDITY INSURANCE. 
FOLLOWING the plan already announced, the Chan- 
cellor of the Exchequer on Thursday, January 12th, 
received deputations from the National Federation 
of Dividing Friendly Societies (representing 350,000 
members), the National Association cf Registering 
Friendly Societies (representing 265 societies and 
274,000 members), and Collecting and Legal Friendly 
Societies. The Government scheme of State insurance 
was under consideration, but the proceedings were 
private. 

In the SUPPLEMENT for this week will be found two 
papers on this subject, read recently before meetings 
of members of the Association, the one by Dr. Rowland 
Fothergill introducing a discussion by the Hampstead 
Division, and the other by Dr. William Bruce, formerly 
direct representative for Scotland on the General 
Medical Council, contributed to a discussion by the 
Aberdeen Branch. Both are opposed to the profession 
undertaking to act as insurers, but Dr. Bruce looks 
to the friendly societies, while Dr. Fothergill looks to 
the State to carry out this duty. 

In this connexion we may call attention to an 
editorial article in the last issue of the Bristol 
Medico-Chirurgical Journal, which puts some of 
the problems involved in a concise form. In this 
article it is urged that an essential condition, 
and one which is in accordance with the past 
policy of the British Medical Association, is that 
the profession should act collectively and not 
individually. The writer goes on to argue that, 
in the event of the Government failing to evolve 
a comprehensive plan, the profession itself must be 
prepared to carry out some scheme for the better- 
ment of the conditions of practice among the working 
classes. It is assumed to be agreed generally that the 
patient shall have gree choice of doctor, but it is 
pointed out that difference of opinion exists as to the 
method of payment—that is, whether if should be by 
a fixed sum per annum for each person or payment 
for each personal attendance. Arguments for and 
against each system of payment are summarized, and 
in discussing the capitation fee it is suggested that 
** gome idea of it might be got by estimating the value 
of private practice in unopposed districts, where the 
population liable to attendance would be known, 
excluding, of course, Poor Law and contract practice 
patients. Say that with such a population of a 
thousand a man estimated his private practice at 
£500 per annum, then the fair fee would be 10s. per 
head.” But it is admitted that this form of remunera- 
tion would not be acceptable to the supporters of 
the system of payment for work done, who, with 
Dr. William Bruce and Dr. Fothergill, contend that 
the medical man should not take the risk of the 
insurance as he does under the capitation system, 
but should be remunerated for the work actually done. 
Dr. Fothergill formulated this view in three proposi- 
tions: First, that the State should be the insurance 
company, and take all risks; secondly, that the State 
should fix a wage limit and prevent its abuse; 
thirdly, that payment should be made to all classes 
of the medical profession in direct proportion to 
the services rendered on a tariff based on pay- 
ment for each attendance. On the other hand, 
the article in our contemporary urges that “ we 
cannot get away from the practical difficulty. Will 
any Government undertake such an uncertain risk 
as the payment of the doctors’ bills for 15 millions 
of people? Itis a risk that could only be undertaken 





by the State or some body with a large reserve fund. 
We cannot recall any department in which they do 
anything of the sort; and their salaried medical officers 
accept and do not seem to object to much larger risks 
than the man paid fees per capita—the latter’s pay 
does vary in direct proportion to the number 
he is liable to ‘attend, the former’s salary does 
not.” 

The writer urges strongly that in the discus. 
sion of the various schemes the criticism of a 
learned profession should be scientific and not 
polemical, and that “we have to find not only what is 
desirable but what is practicable,” and “if we are 
blinded by our ideals and if our demands are un. 
reasonable, we may not only be left where we were, 
but may be chained there by some objectionable 
Government scheme being thrust on us.” The 
article concludes: “Although we think that the 
system of payment per head is suffering unjustly 
from prejudice and from the sins of its ancestors, 
we have a feeling that the principle of pay- 
ment for work done is the one most likely 
to obtain unanimity and enthusiasm, because 
if appears so much more attractive.” This was 
written before the appearance of the articles in 
the Times and Manchester Guardian, which definitely 
state that medical attendance is not to be one 
of the provisions of the Government scheme. It 
is still doubtful how far this statement reflects a 
settled official opinion, but probably the remarks 
about the two methods of payment in the Bristol 
Medico-Chirurgical Journal would not have been 
materially modified even if it had been certain that 
medical attendance would not be one of the direct 
benefits of the State insurance scheme. In either 
event the chief arguments for and against the 
two systems of payment would retain their 
validity in essentials. But while in one case the pro- 
fession would have to treat directly with a Govern. 
ment department, in the other—that is to say, if the 
administration of the insurance were handed over to 
friendly societies—it would have to decide in the first 
place whether it would deal with those societies at 
all, and, if so, on what terms and conditions. The 
serious criticism made by the Royal Commission 
on the existing medical club system cannot be 
ignored by the Government. The public and 
the profession have a right to demand that the 
Government should lay down as a_ condition 
of making a subsidy to the friendly societies the 
definite proposition that the medical attendance pro- 
vided by the societies should be satisfactory, in its 
working and its effects, both to the public and to 
the profession. But were this done to-morrow the 
problem would not be half solved. It is by no means 
certain that the profession would be willing to deal 
with the societies at all for medical attendance on 
the additional ten million persons who are to be 
insured, even though the present arrangements 
for existing members of the societies were con- 
tinued. 

Dr. Bruce touches on the question of the work- 
man’s family, with which, as far as we can see, 
the scheme adumbrated does not deal, and Dr. 
Fothergill argues that, as it will always be im»os- 
sible for certain persons in the community to 
meet the cost of medical attendance, and as it is 
not just that the medical profession should provide 
it for next to nothing, it becomes the duty of the 
State to take up the burden. 
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“AN ABSOLUTE SYSTEM OF” QUACKERY. 
A stTuDY of the advertising matter, pamphlets, 
“treatises,” etc., published by the makers of pro- 
prietary medicines, even if not supplemented by 
analytical investigation of the medicines themselves, 
might well induce the belief that hrman gullibility 
is unlimited. So many of such publications reveal 
at once to an intelligent reader the ignorance, and 
often also the knavishness, of the persons making 
the statements contained in them that it seems 
almost incredible that moderately educated people 
can be duped by them; but it seems quite clear that 
they are so duped. Inquiries which we frequently 
receive from practitioners abouf nostrums which 
they have found their patients to be taking or pro- 
posing to take furnish evidence of the success of the 
advertising of such nostrums which is so prevalent; 
probably most people, by a few judicious inquiries 
among their friends, will come across cases of indi- 
viduals of fair education and acumen in other matters 
accepting unquestioningly quite absurd statements 
widely advertised about some nostrum, or the diseases 
which it is asserted to cure. The particulars which we 
publish this week of a set of so-called “specifics for 
the eradication of all organic and functional diseases 
incidental to the present generation during infant 
and adult life” well illustrate the power of nonsense 
to get itself believed and accepted; these medicines 
appear to be put forward by two persons of the name 
of Wallace, one of whom professes to be their “ dis- 
coverer,” and the discoverer of “the Origin and 
Unity of Disease in Man and’Animals.” Such state- 
ments as that the white corpuscles of the blood are 
yeast cells, and that phlegm consists simply of masses 
of them, or that acetic acid is an absolute poison, 


. surely cannot impress many readers with respect for 


the knowledge of the author; while the grouping 
together as diseases for which one and the same 
preparation — an aconite tincture containing no 
alkaloid—is an “absolute specific,” of dropsy, 
insanity, consumption, mumps, vermin under the 
skin, pleurisy, and many others, shows a degree of 
ignorance that a cheap-jack pill-vendor in a country 
market-place might hesitate to display. The results 
of analysis complete the exposure of the worthless- 
ness of the statements made; thus, it is professed 
that all alkaloidal substances are absent from all the 
preparations, but three out of the six tested were 
found to contain one or more of the alkaloids caffeine, 
hydrastine, and berberine, while one of those not 
examined is stated by the “discoverer” himself to 
be tincture of hydrastis, which, of course, contains 
the two alkaloids last named. Another of the pre- 
parations, which is a tincture of the same drug, is 
put forward as an “absolute specific” for cancer of 
all kinds, for syphilis, and all venereal diseases, and a 
host of other disorders. Two others were found to 
be tinctures of coffee, one was a tincture of nutmegs, 
and another showed no active constituent of any 
character by which it could be recognized as a 
medicinal substance. Possibly if these facts come 
to the knowledge of some of the adherents of this 
“absolute system of medicine” they may be more 
inclined to give it the slightly altered name which 
heads this paragraph. 


THE MEDICAL TREATMENT OF THE SICK 
POOR. 
THE Presidential Address to the Birmingham Branch 
of the British Medical Association delivered by Mr. 
Gilbert Barling, Professor of Surgery to the Birming- 
ham University, issued recently as a pamphlet, deals 
with Poor Law reform with special reference to the 








treatment of the sick poor. Professor Barling first of 
all mentions the main faults of which the present 
system is accused—namely, (1) the insufficiency and 
actual failure of Poor Law outdoor medical relief; 
(2) the inadequacy of indoor medical relief; (3) the 
insufficiency of nursing arrangements for the indoor 
and outdoor sick; (4) the deterrence of the present 
system; (5) the faults of the mixed workhouse; (6) the 
lack of compulsory powers of detention in certain 
cases; and (7) the want of co-operation between the 
Poor Law and voluntary charities. Dealing with these 
in order, the blame for the unsatisfactory treatment 
of the outdoor sick is divided between the medical 
profession and the guardians, “the former for 
undertaking duties which they cannot adequately 
perform for the remuneration offered, and the latter 
for stinting payment to a point where they must know 
that it is impossible for a doctor to give the time and 
consideration necessary to treat the sick.” At the 
same time, Professor Barling does not think that the 
failure of outdoor medical relief demands a complete 
destruction of the present system, which could be 
amended by adequate payment for the services 
required. With regard to indoor medical relief, 
though great improvements have been made, the 
defect in the infirmaries at present is the insuf- 
ficiency of the medical staffs and the need for a 
greater degree of specialization in the treatment of 
disease. This defect also is attributed partly to the 
parsimony ‘and partly to the want of knowledge on 
the part of the guardians, but again Professor Barling 
sees no need for “dragging up the present Poor 
Law root and branch.” In speaking of the remedies 
for the present defects, the views of the Minority 
Report are severely criticized: “The most lurid 
pictures,” we are told, “are drawn of present awful 
failures, and a vision is offered of a new earth from 
which disease will be banished by a glorified sanitary 
service,” and the impression that remains in the mind 
of Professor Barling after reading the Minority Report 
is that “the writers had determined to condemn the 
Poor Law medical service from the first, and that al} 
its weak points should be exaggerated and ifs virtues 
minimized. If any comparison can be drawn between 
the Poor Law and the sanitary service it is always to 
the disadvantage of the former, often most unjustly, 
and the weak points in the latter are glossed over as 
though they did not exist.” The proposals of the 
Minority, he’ considers, would tend to “relieve the 
individual of all responsibility and initiative, while 
in no way lessening, but possibly increasing, the 
overlapping that exists at present.” The true spirit 
of the Minority proposals is, he thinks, shown in 
its proposals (1) to give “ full and honourable main- 
tenance at the public expense to the surplus of 
labourers”; (2) to compel children to attend school 
up to the age of 15, and to insist on half-time 
attendance between 15 and 18; (3) to reduce the 
hours of railway, tramway, and omnibus workers ; 
and (4) the proposal that all mothers having the 
charge of young children and in receipt, by themselves 
or their husbands, of any form of public assistance, 
should receive enough for the full maintenance of the 
family and devote themselves to the care of their 
children without seeking industrial employment. 
“Can you imagine,” he says, referring to the last 
proposal, “anything ‘more demoralizing than such a 
system or anything less likely to build up all that 
goes to make character?” Leaving the Minority 
Report, Professor Barling finds one principle generally 
accepted—that is, the necessity for concentration— 
and he considers that whatever body has the control 
of medical attendance large administrative areas are 
at the root of the matter, the proposals of the Right 
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Hon. Charles Booth being specially commended. 
Great importance is attached to the proposals of the 
Majority for the “establishment of a provident dis- 
pensary embracing the whole country, with safeguards 
against abuse by those sections of the community for 
whom it is not intended.” The question of hospital 
out-patient departments and free dispensaries is 
shown ‘to be intimately bound up with this, and 
Professor Barling concludes: “If the insurance 
scheme comes to naught and a provident dispensary 
is set up, I will only express the wish that it may be 
carried out by the initiative and under the control 
of the medical profession itself, instead of being 
organized by the State, perhaps subsidized by the 
State; and, if so, then certainly in great measure 
governed by the State.” 


“IN GOOD FAITH AND WITH REASONABLE 
CARE.”’ 
THE decision of the Court of Appeal in the case 
Griffiths v. Griffiths, published on page 174, is likely 
to be memorable, inasmuch as the judgements of the 
two Lords Justices elucidate the old question of how 
far a medical man is safeguarded by the law in the 
duties imposed upon him by the Legislature with 
regard to the signing of a lunacy certificate. Both 
judgements, and especially that of Lord Justice Fletcher 
Moulton, contain extremely valuable pronouncements. 
Before the passing of the Lunacy Act of 1889 the only 
defence that a certifying medical man had was in the 
truth of his facts and the correctness of the opinion 
which he expressed on those facts. In consequence 
he might be dragged through the courts, fighting 
one point after another before a jury, and finally 
be saddled with heavy costs, even if successful. In 
addition he was exposed to much worry, and possibly 
considerable damage to reputation. Under these cir- 
cumstances it became so common for medical men to 
refuse to certify that the Government of the day deter- 
mined to give better protection by a clause in the Act 
mentioned. Aft firat sight this clause seemed to be 
perfect, and all were satisfied. It seemed so easy to 
refute allegations of mala fides and want of reasonable 
care. But at once, even before the Act was repealed 
to be worked up into the Lunacy Act of 1890, an action 
was brought (Toogood v. Wilkes), which showed that 
this view was too sanguine. It was a perfectly bona 
fide case, and ended eventually in favour of the 
defendant, a well-known practitioner at Salisbury, 
who applied for stay of proceedings under the Act. 
Atter much discussion, Mr. Justice Field decided that 
the defendant should show his bona fides and thus start 
the case; there is, of course, a great deal of difference 
between having to prove one’s own case and having to 
attack the case of another. But subsequent practice 
supported Mr. Justice Field’s view, so that the clause 
turned out to be less helpfal than it was expected to 
be. This state of affairs, and a case (Parves v. Cars- 
well) in Scotland, where there is no sort of protec- 
tion, led the Medico-Psychological Association to 
appoint a committee to see what could be done to 
better matters. It was advised by counsel that there 
was no hope of the English law ever being altered so 
as to make the plaintiff open the case and prove want of 
good faith and care, it being held thatif any one under- 
takes to exercise authority, he may be called upon to 
show that it was exercised carefully and properly. It 
may be noted that when the case comes to trial, not 
only on the question of due care and faith but on the 
facts themselves, the procedure is reversed, and the 
plaintiff has to show his hand as in an ordinary suit. 
‘There the matter might be left, if only it could be 





ensured that the judge of first instance would 
peremptorily keep argument to the sole point at issue 
—the exercise of good faith and due care. In this 
particular case it may be surmised from the remarks 
of both Lords Justices‘that the judge who heard 
the case in chambers did not “keep his eye on the 
ball,” and with the usual result. We have knowledge 
of another case, which may well be termed startling. 
A pauper patient, who had been in two public asylums, 
after her discharge sued the police, the work- 
house doctor, the certifying magistrate, the medical 
superintendents of each asylum, and the relieving 
officer, all of whom had officially to do with her case. 
Application was made to stay the action under the 
Public. Authorities Act, which applies to such 
officers the same preliminary defence on a question 
of bona fides. But the application was not successful 
at the time. She claimed to amend the writ by bring- 
ing in a charge of libel, and actually sought an in- 
junction to restrain defendants from further libelling 
her as a lunatic, from keeping her pame on the 
registers as a lunatic, and from further interfering 
with her liberty in the future. The case was before 
three judges, and got up to the High Court on 
appeal, but dwindled away in the usual course by 
costs not being paid into court as ordered. Here 
was @ case in which officials had the clear “ duty” 
of putting the patient in the proper place. They had 
no power to decline to take any risk or responsibility. 
Lord Justice Fletcher Moulton points out that it 
is the “duty” of private people as well as public 
officials to take steps in proper cases to restrain a 
patient for the benefit of the public and the patient 
himself. We are very glad to note the laiter opinion, — 
for in old days, and possibly now, the public safety 
formed with most judges the chief, if not the 
sole, ground for placing a man under restraint. The 
Lord Justice said also that under the Act there 
was not only a power but a “duty” laid on the 
court to entertain a summary application. He very 
clearly states that all the court has to do is to 
consider the evidence put before it, and decide 
whether or not it is satisfied that there is no reason- 
able ground for alleging bad faith or negligence. It 
appears that the progress of a case depends on the 
judge before whom the application to stay is made. 
His discretion is strictly limited to the one question; 
if he chooses to allow his mind to travel beyond 
that, grave injustice may arise. It is much to be 
hoped that this case and the remarks of such 
judges as the Lords 'Justices who dealt with it may 
serve in the future to stiffen the practice in summary 
applications. Beyond this question of legal interpre- 
tation, other points should be noted. Lord Justice 
Fletcher Moulton did not judge only of the 
actual condition of the patient under the influence 
of the drug, but he also took note of the 
“habit,” which [may reassert itself after improve- 
ment following on temporary abstention. The 
acquisition and the dominating effect of the 
habit being clearly a matter for medical judge- 
ment, the recognition of the weight of medical 
opinion is sensibly increased by the judge’s ob- 
servation. He also adverts to the inherent tendency 
to inaccuracy on the part of patients suffering 
from the cocaine habit; it is well known, not only in 
regard to cocaine but in regard to alcohol and all 
lethal drugs. It is reassuring to find that the Bench 
admits the clinical fact. We note with appreciation 
the attitude which Lord Justice Fletcher Moulton 
assumed when taking into consideration the whole 
nature of the case, and how he put himself into the 
position of a father, seeking to do the best for an 
afflicted son. 
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SIR FRANCIS GALTON. 
Sir FRANCIS GALTON died in his 89th year on the 
evening of January 17th. He lived an active and 
interesting life and enjoyed a hale old age, for it is 
only within the last year that there has been any 
abatement of his physical force. His father was a 
Birmingham banker and his mother a daughter of 
Erasmus Darwin; he was thus a cousin of 
Charles Darwin, who was largely to influence 
the course of his life. After a short period of 
medical study he proceeded to Cambridge, where his 
health broke down, and, after taking an ordi- 
nary degree in 1843, he made many journeys 
during the next ten years into the Sudan and 
other parts of Africa, resulting in the publication, in 
1853, of the Narrative of an Explorer in Tropical 
South Africa; for this he received the gold medal of 
the Royal Geographical Society. Three years Jater he 
wrote the Art of Travel, which has gone through many 
editions. He next particularly turned his attention 
to meteorology, but his name will be best known 
in connexion with the study of heredity, to which 
he made many important contributions, beginning in 
1869 and ending only the other day. The law of 
heredity which bears his name has done much to give 
precision to the study of the subject, but its exact 
value remains to be determined by future researches. 
His inquiries into human faculty, its development 
and transmission, no doubt led him to the attempt to 
give practical application to the observed facts and 
consequent theories. It wasin the Huxley Memorial 
Lecture, delivered ten years ago before the Anthropo- 
logical Institute, that he made his first general appeal 
both to the scientific world and to the general public 
to put the problem of race improvement on a scientific 
basis. Three years later he established a research 
fellowship in the University of London for the promo- 
tion of the study of national eugenics, and tha founda- 
tion of the Galton Laboratory for the study of eugenics 
and allied subjects is fresh in the public memory. 
Some thirty years ago he sought by a system of com- 


posite photographs—that is to say, a series of photo-. 


graphs printed faintly one over the other—to obtain 
type portraits of various classes and qualities. He ap- 
plied the system at that time, or a little earlier, to con- 
sumption, and the composite obtained was undoubtedly 
a striking presentment. One valuable practical out- 
come of his work is the system of identification by 
means of finger-prints. If he cannot be called 
the original inventor of this method, he, by 
his enthusiasm and perseverance, succeeded in 
stimulating official interest in the system, and 
in 1893 a Home Office Committee reported in 
favour of the adoption of the identification of 
habitual criminals by his finger-print system com- 
bined with Bertillon’s primary measurements, Sir 
Francis Galton received many honours from scien- 
tific bodies, he was elected a Fellow of the Royal Society 
in 1860, received the Royal medal in 1886, and the 
Darwin medal in 1902. Although, as we have said, 
Sir Francis Galton had been in failing health, his 
mind was as active as ever, and as late as December 
29th he sat out of doors in the sun in the garden of his 
house at Haslemere, with a friend, talking with all his 
accustomed vigour and alertness. About a week ago 
he caught a cold then running through his household, 
and at his advanced age was unable to resist the 
subsequent bronchial attack. 


A FAMOUS DWARF. 
THE Trustees of the National Portrait Gallery have 
lately added to their collection an oil painting of 
Jeffrey Hudson, Henrietta Maria’s celebrated court 












dwarf. The Times of January 10th, in drawing atten- 
tion to this acquisition, points to a discrepancy which 
exists between Hudson’s history and the facts to be 
learnt from his various portraits. It is stated in the 
accounts of his life that Hudson himself declared that 
he was not more than 18 inches in height at the age of 
7 or 8, and that “from 7 years of age till 30 he never 
grew taller; but after 30 he shot up to 3 feet 9 inches 
(not 6 inches as stated in the Times) and there fixed.” 
The writer in the Times, calculating from the measure- 
ments of the portraits, shows that at the age of 8 
Hudson must have been about 2 feet 4 inches in 
height; at 11 years, 2 feet 10 inches; at 18 years, 
3 feet 2} inches: and at 21 years, 3 feet 5 inches. 
Now Hudson was undoubtedly an example of ateleiosis. 
Not only was he remarkably small, but his proportions 
were infantile, for his head was large and limbs short, 
so that the middle point of the body was near the um- 
bilicus; the physiognomy also was of the undeveloped 
type, though it shows no trace of cretinism. One of 
the most striking features of this extraordinary con- . 
dition is that the growth of the body often continues 
long after the age at which it usually ceases. Thus, 
in the December number of the Proceedings of the 
Royal Society of Medicine, a case of ateleiosis is 
described in which growth had been fairly uniform 
and continuous for some thirty-five years, though it 
was so slow that the actual increase in height and in 
weight was, at the end of that time, not more than 
that which usually takes place in five years (1 to 6). 
Sir Walter Scott, who described Jeffery Hudson in 
Peveril of the Peak, was also guilty of inaccuracy 
when he said that Hudgon’s hands and feet were large 
and disproportioned to the height of his body, whereas 
all the portraits show the contrary. No reliance can 
therefore be placed upon Sir Walter when he refers to 
Hudson’s “large moustaches.” It is pretty certain 
that had this dwarf been sexually complete we should 
have heard something of his love affairs, as was the 
case with the equally celebrated ateleiotic dwarf 
Boruwlaski. Though it is possible that Hudson 
attained puberty in his third decade, it seems far 
more probable that he was an example of the asexual 
form of ateleiosis. 


THE TESTING OF DISINFECTANTS. 
IN a paper on the study of chemical disinfectants, 
read by Professor Sheridan Delépine recently before 
the Manchester section of the Society of Chemical 
Industry, a useful summary is given of the many 
factors which must be taken into consideration in 
attempting to compare the real efficiency of dis- 
infectants by laboratory tests. The first point insisted 
on is that the mere inhibitory, or antiseptic, action of 
a substance must be carefully distinguished from its 
germicidal action ; results of experiments with mer- 
curic chloride are given, from which it appears that 
the first product of its action on bacteria (probably an 
albuminate of mercury) remains localized and pro- 
bably quite superficial when the solution is sufficiently 
dilute, and that this action is enough to prevent 
growth and multiplication of the bacteria ; if, however, 
the mercuric chloride is subsequently removed, as by 
the addition of ammonium sulphide, the bacteria 
resume their activity; it is most important, therefore, 
that the actual death of the organisms and not mere 
inhibition of their growth, should be accomplished in 
all tests for comparing the value of disinfectants. As 
regards the organisms employed in the tests, it is 
shown that it is impossible to draw safe conclusions 
as to the action of a substance on all bacteria from its 
action on any given organism, as the results in one 
case are not parallel to those in another. These 
divergences may be observed when bacteria are com- 
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pared with bacteria, spores with spores, or bacteria 
with spores; and the relative value of disinfectants 
can be properly gauged only when their action on a 
variety of different organisms is known. As to the 
mature of the disinfectants themselves, it is pointed 
out that the substances which have been or may be 
employed differ so widely in their nature that they 
have really only one property in common—namely, 
their antiseptic power—and it is therefore only to 
be expected that any variation in the conditions—as, 
for example, in dilution or temperature—should have 
a different infiuence in different cases. The germicidal 
power of soluble disinfectants remains much in the 
eame ratio, whether the bacteria are suspended in a 
fluid or partly protected by the fibres of a thread; 
whereas the action of insoluble disinfectants—such as 
phenoloids employed in the form of emulsions—is 
much impeded in the latter case. This leads to a 
consideration of the material associated with the 
bacteria in the cases where bactericidal action is 
actually required in practice; it is obvious that 
agents which combine with proteid or other matter 
or which oxidize it will be in great part used up in 
doing that work when such matter is present in con- 
siderable quantity, and their bactericidal action may 
then be very small, even though tests carried out in 
the absence of such matter may have shown them to 
be highly efficient. One of the most important 
features of phenols and phenoloids is that their 
action is little affected by proteid and allied matters. 
Among the substances found in morbid products 
which affect in different ways the action of disin- 
fectants, proteid substances, fats, urea, uric acid, 
organic and inorganic salts, alkalis, acids, and 
masses of non-pathogenic bacteria, cells, etc., are 
mentioned, and it is pointed out that the relative 
value of disinfectants is determined by their action, 
not on pathogenic bacteria alone, but on the bacteria 
plus these associated products. Professor Delépine 
does not attempt to lay down conditions of tests in 
which such associated matters shall be included, but 
expresses the opinion that “our empirical knowledge 
of the action of disinfectants is not yet sufficiently 
advanced to justify our expressing that knowledge in 
mathematical terms.” 


MEDICAL SCIENCE AND THE CAMERA. 
THE Royal Photographic Socisty of Great Britain is at 
present holding an exhibition at their house, 35, 
Russell Square, W.C., of photographs to illustrate the 
application of photography to biology and the natural 
sciences. The exhibition has been arranged by, and 
is under the direction of, Mr. F. Martin-Duncan, who 
himself contributes an excellent and varied collection 
of photographs. All the photographs exhibited are 
remarkably clear and artistic, and show what an 
extremely useful adjunct a camera may be to the 
student of biology. The most interesting exhibits to 
members of the profession should be those immediately 
connected with medicine and its ancillary sciences. 
Dr. R. G. Rows, of Prestwich, shows a series of micro- 
photographs illustrating degeneration of the central 
portion of the posterior columns of the spinal cord, 
and another series illustrating the stages of an inflam- 
matory reaction occurring in a nerve sheath; his 
pictures are extraordinarily clear in every detail, 
giving the observer the impression that he is looking 
down a microscope at the actual sections. Dr. Orr is 
equally successful in his series illustrating degenera- 
tion of nerve fibres and nerve cells in acute insanity. 
Mr. Poser exhibits some excellent photomicrographs of 
various bacteria and trypanosomes, and Dr. C. Thurs- 
tan Holland shows a number of really beautiful w-ray 
prints. The most noteworthy of these is one of a 
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dilated stomach taken after the administration of bis- 
muth with the food; his other prints depict calculi in 
different parts of the urinary system. The field illus- 
trated by Mr. Martin-Duncan ranges from the octopus 
to a cloud burst, from geology to ticks and trypano. 
somes. Among the latter mention should be made of 
an instructive little series of photomicrographs illus- 
trating insects as the transmitting agents of disease. 
A very attractive group of photographs demonstrates 
the power of facial expression possessed by the chim- 
panzee. We have selected these exhibits for special 
mention only as being the ones most nearly related to 
medical science. The other photographs will all be 
found extremely interesting, and prove that the exhi- 
bitors must be possessed of considerable scientific 
knowledge in addition to remarkable dexterity with 
the camera, It would be invidious to single out any 
individual for praise in a collection wherein the 
general standard of excellence reaches so high a level. 
The exhibition is well worth a visit; it is open daily 
to the public on presentation of a visiting card, from 
11 a.m, till 5 p.m., except Saturdays, when it closes at 
2p.m. It will remain open till Tuesday, February 7th, 


A NEW DIAGNOSTIC OF MALARIAL INFECTION. 
Sim PATRICK MANSON has said that “any method that 
would enable us to recognize when a man was the 
subject of latent malaria or when he was free from 
infection, would be a welcome addition to practical 
medicine” ;' it is therefore worth noting that Dr. Ciro 
L. Urriola, Physician to St. Thomas’s Hospital at 
Panama, believes? that he has found this in the 
detection of the presence of masses of pigment in the 
urine. He directs that the urine should be collected, 
centrifugalized for five minutes, and a drop from the 
lowest part of the tube examined with a high power of 
the microscope. The examination of the urine offers 
many advantages over that of the blood, as there is 
not only a larger quantity of liquid available, but it 
may be obtained without special trouble. Moreover, 
the pigment is, he states, more abundant in the urine ; 
it is met with in the form of fine grains or large poly- 
morphous masses, or granules included in hyaline 
plates or in leucocytes. Most of it is black, but blue 
pigment is also seen in small quantity and yellow 
pigment occasionally, but of these the coal-black 
pigment is the most characteristic of malaria. In 
illustration of the utility of this method, he quotes 
three cases of latent malaria, one presenting the 
characters of pneumonia, another of diarrhoea, and a 
third of facial neuralgia, in which the diagnosis was 
cleared up by the discovery of pigment in the urine. 


THE first Universal Congress of Races will be held 
in London from July 26th to the 29th,1911. It will 
discuss the general relations between Western and 
Eastern peoples. The official languages will be 
English, French, German, and Italian, but Oriental 
languages will not be absolutely excluded. No resolu- 
tions of a political nature will be proposed. 


WE regret to announce the death, on January 18th, 
of Mr. Henry Power, Consulting Ophthalmic Surgeon 
to St. Bartholomew's Hospital and Westminster 
Ophthalmic Hospital, well known as a teacher, as a 
writer on ophthalmic subjects, and as the Editor, 
with Dr. Sedgwick, of the Lexicon of Medicine and 
the Allied Sciences, issued by the New Sydenham 
Society. We hope to publish some account of his 
career in an early issue. 





1 BRITISH MEDICAL JOURNAL, October 31st, 1908, p. 1357. 
2 La semaine médicale, No. 1, January 4th, 1911. 
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(FROM OUR £PECIAL CORRESPONDENTS. } 


LONDON. 





THE PUBLIC HEALTH IN 1909, 

THE annual report of the medical officer of health of 
the administrative county of London for 1909,) the 
eighteenth of the series, is not prefaced, as several 
previous reports have been, by an introductory sum- 
mary embodied in a report from the Public Health 
Committee of the Council. Although the arrangement 
of the report is in the main on the lines of former 
reports, Part I dealing with vital statistics and Part II 
with administrative measures, Sir Shirley Murphy has 
made one important alteration in connexion with his 
references to the mortality and birth-rates in relation 
to social condition. He has been in the habit of 
grouping the London boroughs in five groups of 
ifferent social condition, based on the percentage of 
persons living in overcrowded tenements of less than 
five rooms in each tenement, as shown by the 1901 
census. In the present report the grouping is based 
upon the percentage of children aged 5 to 14 years 
in each borough scheduled by the London County 
Council for education in the public elementary 
schools. The scheduling of children for this purpose 
is conducted annually by the Council, and the question 
whether or not a child is to be scheduled depends upon 
various circumstances which, it is thought, taken 
together form a general indication of “social con- 
dition.” Those circumstances are residence in 
a house rated at £28 or less; in houses at a 
higher rating for which the landlord pays the rates; 
in houses let in lodgings to monthly or weekly 
tenants; in servants’ dwellings, such as gardeners’ 
cottages, stables with living rooms, etc.; in houses 
containing a child attending a public elementary 
school; in other houses ascertained to contain, or 
likely to contain, children of a similar class, or any 
children of a higher class, whose education it is sup- 
posed has been neglected; and, lastly, residence in 
canal boats registered in the administrative county of 
London. Appended to the report is a return of sani- 
tary officers in the various metropolitan boroughs; 
reports on homeless persons, by Sir Shirley Murphy; 


- on nuisances from flies, and on the seasonal pre- 


valence of vermin in common lodging-houses, by 
Dr. W. H. Hamer; on the administrative control of 
pulmonary tuberculosis by sanitary authorities in 
London, by Dr. Wanklyn; and a joint report by 
Dr. Hamer and Dr. Henry Jones upon an epidemic of 
scarlet fever in London and Surrey, due to an infected 
milk supply, in June, 1909. To the last-named docu- 
ment Dr. M. H. Gordon contributed a report on the 
bacteriological aspect of the epidemic, 


Population. 

The estimated population at the middle of 1909 of 
the administrative county was 4,833,938. Of the con- 
stituent boroughs, Holborn had the lowest population 
(53,802), and Islington the highest (351 202). 


Marriages. 

The marriage-rate of 15.8 per 1,000 persons living 
was the lowest yet recorded. Compared with the 
years 1870-72, the marriage-rate has decreased by 
about 19 per cent., if based on the total population; 
but if based, as it should be, upon the total number 
of marriageable persons—that is, on the unmarried 
and widowed portion of the population aged 15 years 
and upwards—the decrease is equal to 27 per cent. 


Births. 

The birth-rate of 24.2 per 1,000 persons living was 
lower than any rate previously recorded, and the 
legitimate birth-rate of 190 per 1,000 married females 
aged 15 to 45 years was lower than the rate (198) 


1 Report of the Public Health Committee of the London County 
Council—submitting the report of the medical officer of health for the 
county for the year 1909. London: P. §. King and Son. No. 1,39; 
pp. 108, with 6 appendices, (3s. 6d.) 








recorded for 1908. The fallacies attending the method 
of recording the birth as a proportion of the total 
population are well shown in the case of two of the 
metropolitan boroughs. Recorded in this manner, 
St. Pancras and Camberwell each had a birth-rate of 
23.7 per 1,000, but the legitimate birth-rate of St. 
Pancras was 179 per 1,000 women at conceptive age, 
and that of Camberwell 190 per 1,000. Some details 
which are given with regard to the operation of the 
Notification of Births Act indicate that, in spite of the 
efforts of the sanitary authorities to make the require- 
ments of the Act known, these requirements are not 
yet fully complied with. 


Deaths. 

The death-rate cosrected for sex and age was 14.7 
per 1,000, compared with a corrected death-rate in 
1908 of 14.5 per 1,000. As was the case in 1908, 
Bristol and Leicester were the only towns in England 
and Wales with populations exceeding 200,000 in 
which the death-rate was lower than that of London. 
When compared with foreign towns, London occupies 
a favourable position. In Amsterdam the death-rate 
in 1909 was 13.1 per 1,000; in Brussels, 13.9; in Stock- 
holm, 14.3; in Copenhagen, 145; in Berlin, 15.1; in 
New York, 16.2; in Vienna, 16.8; in Rome, 19.3; and in 
St. Petersburg, 24.6. In the various sanitary areas the 
lowest death-rate was.in Hampstead, 10.1; and the 
highest in Shoreditch, 20.0; and in the City of London, 
22.3. When a comparison is made between the 
boroughs grouped in accordance with their “ social 
condition,” after the manner already described, it is 
found that in those areas in which less than 79 per 
cent. of the children were scheduled for compulsory 
school attendance the death-rate was 12.4 per 1,000, 
whereas in those areas where more than 97 per cent. 
were scheduled the death-rate was 17.4 per 1,000. 


Infantile Mortality. 

One of the most satisfactory features in connexion 
with public health administration in Great Britain is 
the steady fall which has taken place in recent years 
in the rate of infantile mortality. Up to the end of 
the last century it seemed almost impossible to bring 
this rate below 150 per 1,000 children born, and those 
who declared that a rate of 100 per 1000 could and 
ought to be attained were looked upon as idealists. In 
London in 1909 the infantile mortality-rate was 108 
per 1,000, which may well be compared with that 
recorded in 1908 (113) and in 1901 (148). Among the 
thirteen largest English towns Bristol alone had 
a lower rate—100 per 1,000. Among the various 
boroughs the lowest infantile mortality-rate (74 per 
1,000) was in Lewisham, where the birth-rate was 22 
per 1,000; and the highest rate (138 per 1,000) was in 
Bermondsey, where the birth-rate (32.3) was also 
higher than that of any of the other sanitary areas- 
When the grouped boroughs are compared it is found 
that those in which the best social conditions prevail 
the infantile mortality-rate was only 104 per 1,000, 
whilst in those in which there were the worst condi- 
tions it was 136 per 1,000. After considering the 
causes of death from various diseases and from all 
other causes at successive monthly periods up to 
1 year of age, Sir Shirley Murphy expresses the 
opinion that the causes of infantile mortality may 
be roughly grouped into three classes: (a) Those 
causes increasing in incidence with progressive age. 
such as the common infectious diseases; (0) those 
causes showing little or no variation in age incidence, 
such as tuberculous diseases; and (c) those causes ex- 
hibiting diminished incidence as age advances, such 
as premature birth, want of breast milk, étc. The 
experience of 1909 emphasizes the great advantage 
which breast-fed children have over those who are 
wholly or in part artificially fed. Regarding the 
effect of employment away from home upon nursing 
mothers, inquiry into 1,030 cases in the northern part 
of Westminster by Dr. Allan pointed to advantage in 
respect of their health to infants of mothers who 
have no occupation. 

The local health societies are evidently doing useful work 
in districts where they exist. In Woolwich Dr. Davies states 
such service cannot be obtained, and the women inspectors are 
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unable adequately to cope with the work. ‘‘ Consultative 
sentres,” to which mothers can take their infants for advice, 
have been instituted in Paddington, Kensington, Fulham, West- 
minster, St. Marylebone, Hampstead, St. Pancras, Finsbury, 
Poplar, and Greenwich. In Battersea, Lambeth,and Woolwich 
milk ‘dépots have been established, where specially prepared 
milk is supplied for infants who cannot be fed from the breast. 
In Holborn arrangements have been made with s dairy company 
by which such milk is supplied on the order of the medical 
officer of health. Apeeneele had formerly existed in 
Finsbury by which the sanitary authority oe milk from a 
country farm, but these were discontinued in March, 1909. In 
Kensington, Fulham, Chelsea, Westminster, Hampstead, and 
St. Pancras necessitous nursing and expectant mothers are able 
to avail themselves of the peers: of obtaining meals at 
trivial cost, such meals being provided by philanthropic bodies. 
Thus, in various directions, effort is being made in many 
districts to safeguard infant life, and it may be anticipated that 
in the remaining districts the necessity 8f making similar effort 
will soon be recognized by the sanitary authorities. 


Principal Epidemic. Diseases. 

The death-rate from the principal epidemic diseases 
—namely, small-pox, measles, scarlet fever, diphtheria, 
whooping cough, typhus fever, enteric fever, pyrexia, 
and diarrhoea—was 1.30 per 1,000, and was lower than 
that recorded in any previous year. Excluding diar- 
rhoea, the death-rate from these diseaces in the group 
of districts under the best social conditions was 1.02, 
and in the worst group it was 226. The same disparity 
was found in the case of the diarrhoea death-rate, 
which was 0 38 in the best group and 0 89 in the worst. 
Hampstead had the lowest zymotic death- rate, 0.52 per 
1,000,.and Shoreditch the highest, 2.87 per 1,000. 
Among the 15 cases of small-pox which occurred in 
1909 two terminated fatally. There has been a steady 
increase in the number of children exempted from 
vaccination by “conscientious objection ” certificates. 
In 1900 the percentage of those born who were thus 
exempted was 1 0, and in 1907 it was 31. The number 
of deaths from measles was 2,324, or 800 more than 
occurred in 1908. The death-rate per 1,000 children 
living, at ages 0-5 years was 4.18, In Bermondsey it 
was as high as 11.43 per 1,000, and in Shoreditch 8.54. 
In those areas where overcrowding is least the rate 
was 2.14 per 1,000, and where there is most overcrowd- 
ing it was 4.74 per 1,000. The number of cases of 
scarlet fever notified was 17,254, or nearly 5,000 less 
than in 1908, The deaths numbered 383, giving a case 
mortality of 2.2 per cent., comipared with 2.5 per cent. 
in 1908. An outbreak of scarlet fever which was 
attributed to milk derived from a dairy farm in Wilt- 
shire was specially investigated by Dr. Hamer and 
Dr. Henry Jones, whose report has already been 
referred to. 


In this report it is clearly demonstrated that the milk from 
this dairy farm was the cause of the occurrence of scarlet fever, 
and the question is discussed as to how the milk became 
infected. In this outbreak, as in many others which have been 
investigated, there was absence of evidence that the milk was 
infected by human agency. Scarlet fever certainly occurred in 
the family of a man engaged in the work of the dairy, but in 
one distant area cases of definite scarlet fever occurred among 
the consumers of the milk antecedent to its occurrence in tbis 
family. It is impossible to reconcile with the facts of the 
occurrences the view that the milk owed its infection to this 
family. There appeared to be interruptions to the continued 
infectivity of the milk, as judged by the dates of attack of the 
different consumers, and, again, the milk appeared on one day 
to have been especially operative in causing scarlet fever. These 
variations find explanation when the details of treatment and 
distribution of the milk from the dépdt come to be studied. 
Varying amounts of the infected milk were pasteurized on dif- 
ferent days, and on the day when the most mischief was done 
the whole of the infected milk was sent out unpasteurized. The 
zeport shows, as in some other outbreaks, that a vesicular 
disease was found on the teats and udders of some of the cows, 
and the property of infectivity of the milk was first manifested 
when the milk of one of these cows which had recently calved 
was brought into use after the death of the calf. 


The number of cases of diphtheria, 6,679, was fewer 
by more than 1,000 than the number notified in 1908, 
and the 605 deaths, giving a death-rate of 0.13 per 
1,000, compared favourably with the death-rate of 0.15 
recorded in 1908. Sir Shirley Murphy considers that 
the importance of making antitoxic serum available 
so that it may be used without delay, is emphasized 
by the experience of the Metroplitan Asylums Board 








gained in the treatment of cases of diphtheria in the 
hospitals of that Board. Of cases treated with this 
serum in those hospitals in 1908, the mortality was as 
follows: Cases in which treatment was begun on the 
first day of the illness 3 per cent.; on the second day 
6.5 per cent.; on the third day 10.6 per cent.; on the 
fourth day 12.9 per cent.; and on the fifth day and 
later 14.8 per cent. Of the 5 cases of typhus fever, 
3 occurred in one house in Bermondsey, and the other 
two in separate houses in Whitechapel. All the 
patients recovered. Both the number of cases and 
the number of deaths from enteric fever was less in 
1909 than in former years. The death-rate was 0.5 per 
1,000 in the whole of London. In the various sanitary 
areas the highest rate, 008 was in Poplar and the 
lowest, 0.01, in St. Marylebone and Lewisham. 


Phthisis. 

The corrected death-rate from phthisis varied con- 
siderably in different parts of London. In Hampstead 
it was as low as 0.60 per 1,000, and in Finsbury, where 
it has been persistently high for some years, it was 
2.24 per 1,000. Referring to the special report of Dr. 
Wanklyn as to the steps which are being taken by the 
metropolitan authorities for the prevention of phthisis, 
Sir Shirley Murphy states that the facts disclosed in 
that report do not show that in London as a whole 
any material effort is being made to deal with the 
disease. Especially is effort wanting to detect early 
cases and to provide for their subsequent treatment. 
In Paddington, as the result of philanthropic effort, 
a dispensary has been instituted which is doing useful 
service in these directions, and in one or two other 
districts the provision of such an institution is being 
undertaken. 

(To be continued.) 





MANCHESTER AND DISTRICT. 





THE St, Mary's HOSPITALS, MANCHESTER. 
Ir has evidently been a source of great disappointment 
to the Board of Management of the St. Mary’s Hos- 
pitals that the handsome new building adjoining the 
Royal Infirmary should have remained unopened for 
so long. The disappointment has plainly been shared 
by aconsiderable section of the public, as is shown by a 
sympathetic letter in the Manchester Guardian from 
the Rev. J. E. Roberts. There can be no doubt that 
the old building in Quay Street was unfitted for its 
purpose, as not only was the accommodation insuf- 
ficient, but the internal arrangements were antiquated 
and incapable of any satisfactory improvement. The 
opportunity of a new site, too, was one that could not 
be disregarded, and yet, though there was an un- 
doubted public demand, the response of the public to 
the request for additional financial assistance has 
been altogether inadequate. The appeal for funds 
issued in 1908 resulted in the sum of £13,000 being 
received, and an increase of £250 in annual subscrip- 
tions. But the board has satisfied itself that in order 
to carry on the work of the hospital in anything like 
a satisfactory manner it will be necessary to have an 
increased income of from £4,000 to £5,000 a year, and 
that the board would not be justified in opening the 
building at all if it had to depend on its present 
resources. Promises have recently been received of 
several handsome donations, provided that the new 
building is opened within a few months, and the 
trustee of the late Manasseh Gledhill, in addition to 
providing the new building, has also offered to furnish 
and equip it. The board has therefore found it 
impossible any longer to resist the demand, and has 
decided to open the building in April next. With the 
assistance of the Lord Mayor of Manchester, it has 
been arranged to hold a meeting in the Town Hall on 
February 2nd for the purpose of making a further 
appeal, and the board hopes “that its efforts to cope 
with the urgent needs of the sick poor will be 
adequately rewarded.” 
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S | North and North-East. 
Inches. Inches. 
tot and. Tongue ons owe oee Elgin... oa ae 
LFROM OUR SPECIAL CORRESPONDENTS.) Soesse fee” a ec ee 
cadet tek ate TAMEIEESce sam sea’ Se Ellon... phigh = 
GLASGOW UNIVERSITY AND WOMEN PROFESSORS. 
At the adjourned meeting of the General Council held East ent Gonth: Bast, 
for the purpose of considering the draft ordinance of Inches. Inches. 
the University Court regarding the new medical ~—_ ste Lane = ae a 
chairs, it was agreed to make a few slight alterations cae oe ee ae 
in the draft as submitted. Subsequently a motion was ‘ bs a 
brought forward to make it clear that any lady duly Inland Districts. 
eee be a — wed any chair br be inion ieehen 
university. e council by a small majority refuse : : 
to accept the motion, though it was clearly stated in ae eee: 7 See ae 
the discussion that this point had been under dis- Crieff line Moffat ade Hit ada 


cussion in connexion with the Muirhead Chairs at the 
Royal Infirmary. The original draft ordinance con- 
tained a clause which stated distinctly that women 
were eligible for election to the chairs. The legal 
adviser of the Scottish Office, when consulted on this 
point, pointed out that such a clause in the draft 
ordinance for the new chairs would seem to indicate 
that the other chairs in the university were not open 
to women. On this ground the clause was dropped 
from the provisional order. Unless there was some 
special contrary provision in the deed of formulation 
of any chair, there did not seem to be any bar to the 
appointment of a woman to any university chair. It 
is interesting to note that at the last meeting of the 
University Court a lady was appointed to act as addi- 
tional examiner in logic and moral philosophy. This 
is the first time that a woman has been made an 
additional examiner. 


THE PURE AIR PROBLEM: 

Experiments are now being conducted to test and 
compare the atmosphere and the dust which falls in 
some of the larger towns in Scotland. On the sugges- 
tion of the Glasgow Health Authorities, the Public 
Health Committee of Greenock have fitted up boxes 
in four different quarters of the town; at the end of 
this month their contents will be analysed in the 
Glasgow municipal laboratory. The experiments are 
likely to be carried out on a wide scale. 


THE RAINFALL OF SCOTLAND FoR 1910. 

Some interesting figures may be quoted from the 
rainfall annals of Scotland for 1910, supplied by the 
Scottish Meteorological Society. Taken as a whole, 
the year just ended was by no means exceptionable as 
far as the rainfall was concerned. In some districts, 
indeed, the great rains of the last ten days of August 
were quite unprecedented, but in many that month— 
the most remarkable of the year—were much less wet 
than was August, 1877, while the conspicuous dryness 
of September has been eclipsed by the records of one 
or two other years. As is generally the case, the 
distribution relatively to the average varied greatly 
in different districts, and there appears to have been 
an unusually large number of “rain days” on which 
the falls registered were of trifling amounts. 

A few of the aggregate amounts of rain registered in 
1910 may be quoted : 


Yorth-West. 


Inches. Inches. 
Stornoway... ... 53.0 Glendessary ee 103.3 
Apeiponoes coe = ove 68.6 Spean Bridge ... 55.3 
G Fort William 9 


enquoich... -» 106.2 sae. Gad 
pt ere | Invergarry...  .. 66.9 


West. 
Inches. Inches. 
= ae te Se Rothesay .. .. 53.9 


Oban... 2 0 51.8 Greenock .. ... 64.2 
Taynuilt ... ... 70.9 Glasgow .. ow 39.2 


South-West and South. 
= Inches. Inches. 
\ ) eee ie ote” AT Brodick ... ..- 65.9 
Dalbeattie... ... 562 Logan — cca! O14 
Dumfries. ... - 48 Maybole ... .. 0.3 





A first rapid glance over these tables throws into 
strong relief the regions of greatest and least rainfall. 
On the average, West Inverness-shire is the wettest 
district in Scotland, whilst the lowest rainfall is found 
along the sea-fringe of East Lothian and the inner 
shores of the Moray Firth ; in 1910 we find three stations 
to the west of the Caledonian Canal with totals of 
more than 100 in., and at the other extreme North 
Berwick and Aberlady with 25 in., and Fortrose with 
about 24 in. The generally wetter character of the 
western and southern districts is at once apparent, for 
only two stations in our first three groups have rain- 
falls below 40 in., whilst only two of our representative 
stations from north to south-east have aggregates 
above that amount. 


Comparison with Former Years. 

From a more popular point of view, any given year 
is likely to be judged by comparison with its prede- 
cessor, or some recent very wet or very dry year. The 
following table gives for a number of stations the 
rainfalls for 1910 and 1909, for 1903 (the generally 
wettest of recent years) and for 1902, which was 
exceptionally dry : 


Annual Rainfall in Inches. 


1910. 1909. 1903. 1902 
Stornoway wee: “ope 53.0 42. G32: G 
Glenquoich eco - 1062 986 151.8 102.5 
Invergarry eee, te, RT a 
Glasgow ... .. «we S02 SOS 55 291 
Dumfries... .. ««. 48 46 65 35 
Wick acs ay 2 ee LSE ES ee ee 
Nairn coc. rises! | een Me Ge: =) GIS = Ga eee 
Aberdeen... ... «. 278 304 33 27.3 
Grantown on-Spey ... 384 350 35.4 32.0 


These several stations had amounts almost the 
same as 1909; two or three rather more. On the 
whole the contrast was in no way remarkable. On 
the other hand, the amounts, except at Grantown, 
fell short of those for 1903, the differences being very 
great in wet regions, such as those represented by 
Glenquoich, Inverary, and Stronvar. 


The Seasonal Distribution. 

The month of January was the wettest of the year 
in the Western Highlands, and had a rainfall con- 
siderably above the average over a great part of the 
country. In the South, however, and in Forfarshire, 
there was a well-marked shortage. The month of 
August was by far the most remarkable of the year. 
Over central and southern Scotland it was the wettest 
of the year, and several stations had considerably 
more than twice their normal amounts. A large part 
of the country had more than 6 in. of rain, and several 
inland districts more than 10in. In many parts of the 
country, however, the month was much less memor- 
able than the disastrous August of 1877. The transi- 
tion to September afforded a striking illustration of 
the extraordinary variability of Scottish weather. In 
all districts the month was a very dry one, with an 
aggregate at several places less than the rainfall 
experienced on several separate days of August. A 
aang part of eastern Scotland had less than an inch of 
ra 
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Ireland. 


(FROM OUR SPECIAL CORRESPONDENTS.) 


WoMEN’s NATIONAL HEALTH ASSOCIATION. 

It is understood that the above association has 
acquired the handsome residence, Ely House, Dublin, 
for the purpose of holding a series of balls in aid of 
the various health projects with which the associa- 
tion is connected. A representative committee has 
been appointed, and it is expected that a St. Patrick’s 
Day entertainment will be held. 


DUBLIN SANITARY ASSOCIATION. 

At the last meeting of the council of the Dublin 
Sanitary Association the subject of spitting on the 
footways, a habit which is very prevalent in the city 
and suburbs of Dublin, was again under discussion, 
and a resolution was adopted calling on the various 
sanitary authorities to adopt and enforce a by-law 
dealing with this branch of sanitation. It appears, 
however, that some technical difficulty in passing 
such a by-law exists, but even if this cannot at once 
be overcome, much can be done by disseminating 
knowledge concerning the danger of this habit to the 
public health. 

LIMERICK DISTRICT ASYLUM. 

The report of Dr. Considine, Inspector of Lunatic 
Asylums, points out that the Limerick Asylum is over- 
crowded, and states that it has become necessary to 
report to the Lord Lieutenant that further accom- 
modation is required. The present building was 
intended for 550 patients, but at present nearly 700 
are housed within it. The same report congratulates 
the medical superintendent, Dr. O’Neill, on his satis- 
factory management of the institution. 


HONAN SCHOLARSHIPS, UNIVERSITY COLLEGE, CoRK. 

Three Honan scholarships, each of the value of £50 
@ year, will be awarded in each October to commenc- 
ing first-year students at University College, Cork, who 
have matriculated in the National University. They 
may be held by any faculty. The conditions are that 
the candidate must have been born in one of the 
counties of Munster other than Clare, or be the child 
of parents who have had a bona fide residence in the 
area for at least five years; or the child of a deceased 
parent who had previously been a student of Queen’s 
College, and had pursued therein a complete course of 
studies for not less than three years. Those only are 
eligible for the scholarship who are in a position to 
prove to the satisfaction of the president that their 
financial position is such that it would be impossible 
for them to obtain a course of instruction for a uni- 
versity degree without the aid of the scholarship. It 
is expressly laid down that the Honan scholarship is 
not to be awarded unless the candidate has shown 
“conspicuous merit.” Subject to good conduct and 
diligence the scholarship will be continued for two 
further years at least, and may be continued a fourth 
or fifth year in the case of scholars doing post- 
~~ research or completing a professional course 
of study. 


HEALTH OF BELFAST: TUBERCULOSIS IN CATTLE. 

At the monthly meeting of the City Council, held on 
January 2nd, the Medical Officer of Health reported 
that the death-rate for the past month was 17.6; the 
epidemic of scarlatina still continues; 149 cases had 
been notified and 34 of diphtheria, which is exception- 
ally high for Belfast; typhoid fever was very low. 
The death-rate for the whole year was 18.7, as com- 
pared with 18.2, 19.5, 21.3, and 20.1 respectively for the 
previous four years. The increase over last year was 
probably due to the epidemic of measles, which swept 
away 520 children ; only 19 deaths occurred from typhoid 
fever during the year, a phenomenally small number 
for Belfast. The Veterinary Surgeon (Mr. Jordan) 
made a most important report regarding cows con- 
demned in the abattoir for tuberculosis. A complaint 
had been made that the percentage of seizures was 
greater than elsewhere: 

‘Tam forced to the conclusion,” the report runs, “that the 
cause of so many carcasses having been condemned, owing to 
the presence of tuberculous lesions, is entirely due to the very 
inferior class of animals purchased by some of the butchers 





using the city abattoir. No later than December 9th, 1910, one 
man brought eleven animals, four of which showed distinct 
clinical appearance of tuberculosis, and on examination of the 
carcasses of these animals I was compelled to condemn three, 
— to the existence of extensive and generalized tuber- 
culosis.” 

‘‘Of the carcasses found to be unfit for human food, over 80 per 
cent. were those of old emaciated cows, the majority of which 
ought not to have been purchased for such a purpose;’’ 
‘¢a goodly number are shipped from Dublin;” ‘obviously 
those cast out of dairy herds.” 

This valuable report continues : 

I submit that to adequately deal with the very deplorable 
state of affairs to which I have directed attention it is abso- 
lutely necessary that a central authority should undertake the 
duty of supervising all markets and fairs, and that veterinary 
inspectors should be invested with the power of seizing all live 
animals that are obviously unfit for human food, or so diseased 
as to render their presence a danger to other animals or man. 
That this is a duty for a Government department needs no 
argument, as it must be evident that to secure safety and 
efficiency the work must be universal. 

At the same meeting of Council, a statement was 
made that the high death-rate from consumption (2.1), 
was due to consumptives being “dumped” into 
Belfast from the surrounding country for treatment, 
especially in the Poor Law Whiteabbey Sanatorium. 
Ata meeting of the Board of Guardians on January 3rd, 
this statement was challenged, and on the Chairman’s 
suggestion, it was agreed to ask the Medical Officer of 
Health for detailed information and to investigate 
the facts supplied. 

WATER SUPPLIES. 

In many of the smaller towns and villages of Ireland 
the water supply is defective and often dangerous, but 
experience shows that it is frequently a matter of 
extreme difficulty to persuade the urban and rural 
district councils responsible to carry out the requisite 
improvements. As a rule nothing is done until an 
epidemic breaks out, and even then refusals to inter- 
fere are not uncommon. Under these circumstances, 
it is important that public opinion should be educated, 
and the medical officers of imperfectly supplied 
districts may be advised to apply themselves to the 
task of educating the ratepayers to the risks they are 
running rather than continue to waste time in re- 
porting to ignorant and autocratic district councils. 
As examples of the conditions which exist, the follow- 
ing may be referred to: In the Aughlish district of 
Tanderagee half-yearly complaints of the condition of 
the water supply have been made during the last five 
years by the medical officer. An outbreak of enteric 
fever has now occurred, and at last a committee of the 
district council has been appointed to inquire into the 
matter. In another part of the same district the 
water of one of the wells used for drinking is said to 
yield water such as one would expect to get from a 
duck pond, but so far no action has been taken to 
provide a better supply. In Rosses Point, near Sligo, 
the dispensary medical officer has been complaining 
of the water for years, and the same water has been 
condemned after analysis. Enteric fever has now 
broken out, but the members of the rural council have 
refused to take any action in the interests of the rate- 
payers. In Tullow the water supply has been con- 
demned, but consideration of a scheme for a better 
supply was postponed for a period of twelve months. 
The Local Government Board has, however, now 
stepped in, and it is hoped that earlier action may be 
taken. 








In furtherance of the clean milk campaign of the Nationa? 
League for Physical Education and Improvement, referred 
to in the letter published last week, page 112, a series of 
leaflets, addressed respectively to farmers, dairymen, and 
housewives, giving instructions for ensuring the cleanliness 
of milk, has been drawn up by a committee of experts. 
The leafiets have been adopted by a very considerable 
number of public bodies for distribution by their officials, 
and no fewer than 35,000 copies have already been sold. 
The League is anxious, however, to circulate free copies 
also wherever they are most needed, but for this is 
need to enable half a million free copies to be distributed. 
A special Clean Milk Campaign Fund is therefore being 
raised, and contributions, however small, will be grate- 
fully acknowledged by the Secretary of the League, at 
4, ‘Pavistock Square, London, W.C., who will also glad 
to supply specimen copies of the leaflets on application. 
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| Correspondence. 


INDUCED DIVISION OF HUMAN LYMPHOCYTES. 

S1z,—The statements on this subject made in the recent 
book on Induced Cell-Reproduction and Cancer by my 
brother, Mr. H. C. Ross, M.R.C.S., L.R.C.P., are evidently 
of such interest as to require corks indy by other workers. 
For some weeks past he and his assistant, Mr. J. W. 
Cropper, M.B., M.Sc., have been working in these labora- 
tories and have given me opportunities for examining their 
methods and preparations in some detail. It appears to 
me that he has certainly succeeded in inducing human 
lymphocytes to divide in vitro. 

The method employed was devised five years ago, and 
has been carefully studied by him since then. Melted agar 
is poured on a glass slide and allowed to set, and a cover- 
glass charged with blood is then dropped upon it. The 
blood spreads out in a beautiful film between the surfaces 
of the jelly and the cover-glass, The jelly must be rendered 
isotonic with the blood, and may be mixed with various stains 
and chemical substances which can thus be very uniformly 
absorbed by the cells, while the latter are preserved from 
mechanical injury by the soft bed of jelly on which they 
rest. With plain jelly the lymphocytes present the usual 
aspect; but if it is mixed with certain substances such as 
globin, kreatin, and theobromine, with a proper proportion 
of alkali, and is kept at blood heat for ten minutes (I can- 
not give the details here), a large proportion (say 60 to 80 
per cent.) of these cells show a remarkable change of form 
which Ido not remember to have seen before, though I 
have studied blood for many years past. All intermediate 
forms from that of an ordinary vars to that of an 
almost completely divided figure-of-eight can easily be 
seen. The latter appearance is not produced by the 
merely accidental juxtaposition of two cells, since strands 
of connecting material are seen passing from one so-called 
nucleus to another. Moreover, from the centre of the 
figure, that is, from the point where the two circles touch 
each other, a number of curious finger-like processes are 


often seen protruding at right angles to the line of division, 


either on one side only, or, more rarely, on both sides. At 
the end of each process a deeply stained, often rod-shaped, 
mass is generally observed; and a minute ring is often 
visible in the centre of each circle—that is, where the 
ring-like object which used to be called the nucleolus of 
the lymphocyte is situated. The processes seem to exist 
only when the division is about half complete—that is, not 
when it is only just commencing or when it is nearly quite 
complete. 

Of course, owing to the pressure of the cover-glass and 
to the various accidental positions of the celle, many dis- 
¢orted, unsymmetrical, or perspectival figures are seen, 
and typical figures have to be searched for. Stain kills 
the cells quickly ; but if it is not used the structural details 
are not easily visible, and the stained cells quickly become 
“achromatic.” The prescribed technique must be accu- 
rately employed. I describe here only what I have seen. 
The division appears to be unquestionable, and I must 
therefore suppose prima facie that what I have seen is the 
natural mode of division; but I am not prepared to touch 
upon the very interesting cytological questions suggested. 
Apparently, dividing forms of undoubted lymphocytes 
have so seldom been observed that the accepted cytology 
may not be so secure as we think. I have not yet studied 
the alleged division of other kinds of leucocytes. 

Both Mr. Ross and Mr. Cropper inform me that, though 
many substances have been tried by them, division has 
been found. to be produced only by a limited number of 
substances—that is, principally substances found in dead 
tissues, dead cells, old ulcers, etc. It is also stated that 
the application of these substances had produced copious 
granulation in some old and obstinate ulcers. On these 
points I cannot speak; but I should like to call attention 
to the paper on a case of sleeping sickness read by Mr. 
David Thomson, M.B., Ch.B., and myself before the Royal 
Society on December 8th last,! in which in vivo injections 
of dead leucocytes and dead trypanosomes, made in con- 
sequence of this work, were stated to have been followed 
by large temporary augmentations of the numbers of the 


diving bodies of the same kinds in the subject. Obviously 
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the work may have other important a ications, and 
I should like to urge further wecitiontios of it.— 


I am, etc., 
Ronatp Ross. 


Laboratories of the Liverpool School of Tropical Medicine, 
University, Liverpool, Jan. 14th. 





ALCOHOLISM AND DEGENERACY. | 

Sir,—I do not think that Dr. Saleeby will find any 
reference of value earlier than that of Dr. Caleb Williams, 
which he quotes. Dr. Thurnam, who was the first to deal 
with the statistics of insanity in anything like a scientific 
method, writing in 1846, discusses the transmission of 
insanity, but he is quite silent on any transmission as 
between either alcohol and alcohol or alcohol and insanity. 
It may be taken, therefore, that, as he ignores the subject, 
it had not up till then been thought of, at least as a 
practical question. 

In his extremely serviceable paper, Dr. Hyslop tells the 
Society for the Study of Inebriety that we shall onl 
obtain pernicious half-truths until we are shown multi- 

lied and defined cases in which defect in the child can 

proved to be due to parental alcoholism, without the 
aid of any other causal factor such as degeneration or 
family environment. We shall indeed have to wait a 
es time for such an impossibility—the longer the 
ter. 

Assuming that the power for mischief or otherwise of a 
dose of alcohol is constant (and it is no use to bother about 
the matter unless we can assume this much), it follows 
that if that dose can produce a poisonous effect directly or 
indirectly on one person, if must certainly produce the 
same effect on all others, in the absence of other factors 
negative or positive. It is these factors which determine 
the issue, and in this sense are of greater importance than 
the alcohol itself. To put the matter in the converse, 
many of us discern the benefit of a glass of stout to a 
convalescent from debilitating disease, but we should 
not expect much effect, good or bad, from it in the 
coal-whipper. 

Precisely the same arguments apply in another subject, 
which is exercising the medical mind in eugenics, the 
effect of heredity on insanity itself. If one child of a 
numerous family, having a certain dose of heredity in it, 
becomes affected, all the others must suffer, unless some- 
thing intervenes. The fact that all do not suffer proves 
that that something is more powerful than the dose. 

No doubt we should be better with neither alcohol nor 
heredity, but we can make too much of them both, to the 
—— of other factors, especially the restraining factors. 
—I am, etc., 


Ticehurst, Jan. 15th. H. H. NewinerTon. 


Sir,—The association between alcoholism and mental 
defect was recognized long before Dr. Caleb Williams 
touched the subject. The first English work on drunken- 
ness from the medical standpoint is an essay by Thomas 
Trotter, M.D., London, 1804. A quotation runs: 

If offspring should be derived from a drunken parentage, it 
must be diseased and puny in its corporeal parts, and beneath 
the standard of a rational being in its intellectual faculties. 
And again, in A View of the Nervous Temperament, 
London, 1807, Trotter, from his experience of some 
thousand cases of nervous disorders, holds that the only 
means of cure lie in a total abstinence from every species 
of spirit or fermented liquor, from everything that bears 
any analogy to them, such as tea, coffee, opium, and all 
other narcotics . . . to live as becomes a rational being. 

The question has advanced far beyond these elementary 
propositions, and our endeavour now must be to disentangle 
the contributory causes of alcoholism. Dealing as I do 
with the worst class of drunkards, I set far more stress 
upon the inherent neuropathic constitution of the family 
and the individual than upon the mere fact of alcoholism 
in parents of a healthy stock. It has even been asked if 
a normal individual can become a habitual drunkard. At 
least we know that err ye individuals are unduly 
susceptible to alcohol, and that they cannot drink to 
such excess, as the records of a general hospital indicate 

Mott). 
Wem so impatient for reform that it is forgotten that 
the attitude of the upper and middle classes towards 
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improvement in this res in the conduct of life in these 
classes. It is also forgotten that the lower classes have 
entered upon an ordeal of changed circumstances, marked 
by their concentration in great towns, the easier command 
of money, and intoxicants of all kinds. Dr. Yellowlees 
long ago showed that a period of high wages was accom- 
panied inevitably by an increase in alcoholism, while low 
wages had an opposite effect. The vast experiment which 
is now in p , entailing low wages and an increase of 
rice of whiskey, as resulted in a great diminution of 
rinking, and the superintendent of police in Perth lately 
informed me of his deliberate opinion that want of money 
is rendering the working class more sober. Whether 
this educational experiment will result in a permanent 
continuance of sobriety remains to be seen. Infallibly 
the incompetent will remain with us; but there is reason 
to expect that the same influences which weighed with 
the educated classes will find expression generally and 
beneficially in the wage-earning community.—I am, etc., 
Perth, Jan. 16th. A. R. Urqunart. 


Sir,—It has been said that because serious visceral 
defects are not often found in the insane, this appears 
to suggest that alcohol is not in itself the cause of 
insanity. Alcoholism no doubt has different effects in 
different individuals, and in those with stable nervous 
systems frequently produces various pathological lesions 
without causing insanity, but in persons with unstable 
nervous systems—and such are the most liable to become 
insane—it may cause insanity long before any visceral 
disease has been occasioned, thus accounting for the 
frequent absence of it. 

To say that parental alcoholism only has a detrimental 
effect on those with an inherited psycho-neurosis or other 
form of degeneracy is begging the question, as these 
results may be traced in many instances to various 
parental weaknesses, among which the excessive use of 
alcohol takes a prominent place. 

The contention seems to centre round the point that 
, because everyone is neither born sound, nor of healthy 
parentage, or lives in ideal circumstances, therefore the 
, abuse of alcohol on the part of the parent cannot be said in 
itself to be detrimental to the offspring. In opposition to 
this, I think it may just as well be said—and with nearer 
approach to the truth—that if everyone was born sound, 
was descended from healthy ancestral stock, and lived in 
a perfect environment, parental alcoholism would induce 
nervous and other affections, which would produce results 
harmfal to the physique and the ability of the progeny. 
The only alternative to this proposition appears to be to 
discard altogether the theory of heredity.—I am, ¢tz., 

Oxford, Jan. 16th. A. Stayt Durton. 





THE CANCER PROBLEM. 

Sir,—Dr. Renner’s letter re Cancer and the Creoles 
of Sierra Leone presents an aspect of the incidence of 
cancer which, in studying the relation of anthropology to 
disease, I thought I had discerned elsewhere, and to which 
I called attention in a paper read recently before the 
Hampstead Medical Society on the Racial Evolution of 
the British People and its Importance in Pathology and 
Therapeutics. 

His conclusion with regard to the prevalence of 
malignant diseases among the inhabitants of Sierra 
Leone, alter the study of local statistics, is ‘that they 
occur amongst the creoles or descendants of liberated 
Africans . . . who have adopted the European manner of 
living and consumed a large quantity of butcher's meat,” 
and also that “in the whole register there is not a single 
case of a disease of malignant nature recorded against 
the liberated Africans themselves or the natives of the 
protectorate.” 

These statements present three salient facts : 

First, the incidence falls on individuals who are racially 
though not personally immigrants. By this I mean that 
their evolution took place in other ions of Africa, 
a a line of descent adapting itself B natural selec- 
tion to conditions of soil, climate, saci customs, etc, 
differing in varying degrees from those of Sierra Leone. 

‘Secondly, the stress of the new environment fell on 
them not when they were adults like their liberated for- 





onwards, that is to say, through that stage of life in whi 
the organism is: most. susceptible to the influences of its 
surroundings. 

Thirdly, they have adopted a dietary and manner of 
life for which their evolution has not prepared them. 

I can offer some analogous facts bearing on the incidence 
of malignant (and other) diseases in this maa 5 I think 
it is generally accepted that even allowing for greater 
—- in diagnosis, cancer with us is on the increase. 

The British people is composed of what was. practically 
an aboriginal race (the Iberian) crossed with a succession 
of invading races. These invasions, if we omit those of 
the Flemings, Huguenots, Jews, Gipsies, etc., practically 
ended about a thousand years ago and the coun 
gradually settled down into localized communities devot 
to pastoral and agricultural pursuits. In the formation of 
the nation from its primitive elements and in the molecular 
changes subsequently occurring, natural selection brought 
about the evolution of recognizable local types which have 
been described by Beddoe, Munro, and others. The 
represent those best adapted to the local conditions, an 
the longer and more completely a local community has 
remained undisturbed the less able are the individuals 
composing it to adapt themselves to different conditions. 
But the past century has witnessed in this country the 
decadence of agriculture and the rise of industrialism to- 
gether with immensely increased facilities of transit. The 
result has been a general uprooting, a dislocation, of these 
locally-evolved types and their migration into new environ- 
ments, chiefly urban. The stress of natural selection has 
fallen nga on this rapid reassortment of the national 
elements. The upper clasees also, through the greatly in- 
creased ease of travel, have moved a great deal more about 
the country than heretofore. 

Undoubtedly, also, great and rapid modifications have 
taken place in the dietary of the nation with the con- 
tinually augmenting importation of foods and the diminish- 
ing local production. I believe that the “ cancer problem,” 
the “consumption problem,” and the phenomenon of 
‘racial degeneration” are closely connected with the 
foregoing facts. ~ ‘ 

Malignant disease is common at Bridlington Quay, in 
Yorkshire. A medical man in practice there tells me that 
the incidence falls’almost entirely on immigrant families. 
I know of a case in which a married couple, both descended 
from county families of long standing in Ireland, left the 
sister isle to settle in an English South Coast health 
resort. Both died of cancer there, an interval of some 

ears intervening between the death of husband and wife. 
n neither family was there a history of cancer. I could 
adduce several other similar cases, but these suffice to 
indicate the direction in which I am suggesting further 
research, ' 

Many attempts have been made, of course, to trace & 
causal relationship between environment or diet and the 
incidence of cancer. My point is that it is not simply a 
question of this or that environment or diet assuring rela- 
tive immunity from disease, but of the particular diet 
or environment for which the individual’s ancestral 
evolution has prepared him. A clue to his requirements 
may be found partly by inquiring into his family history, 
partly by determining his racial type or subtype, as I 
suggested in a paper read at the annual meeting of the 
British Medical Association last summer. 

Dr. Renner’s statistics and conclusions form a valuable 
contribution to the study of disease in the light of 
anthropology.—I am, etc., 

; J. S. Macxintosa, M R.C.S., L.R.C.P. 

London, N.W., Jan. 14th. 





THE BRADSHAW LECTURE ON CANCER. 

Sir, —Mr. Wright has evidently been a careful reader of 
the cancer report, and I am willing to concede to him all 
tbe deductions he draws from it, qualified, however, by 
the reservation that the inferences do not apply—as yet— 
t» the human subject. We can narrow the discussion 
down to a plain issue. I will cite the case of a carcinoma 
of the breast, and I ask Mr. Wright to inform your readers 
what light the meet throws upon any of following 
points: What hidden force is it which lashes the epithelial 
cells into such unwonted reproductive activity? What is 
the nature of the continuous irritant (and this must be 
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postulated) operating on each individual cell in the growing 
portions of both the primary and secondary tumours 
(Here we have the crux of the whole problem, My own 


view is that s, parasite is the cause, which by: its toxin. 


provides the continuous irritant. But this is opposed to 
the findings in the report.) What hints even are given 
with to prevention, mitigation, or cure? 

With respect to Dr. Charles Walker's criticism of my 
remark auent the conversion (not evolution) of a carcinoma 
into a sarcoma, is he justified in his analogy between the 
epithelium of the Triton and that of Homo? Granting 
that in the lower vertebrates the individual somatic cells 
can retain the power of producing all the tissues of the 
body, has this ever been proved im the case of mammals? 
I know of no verified recorded instance of the human 
crystalline lens, when removed, being recreated by a growth 
of mesoblastic cells. Certain curious intraocular epithelial 
growths have been observed, but these, when submitted to 
expert examination, have been ascribed to foci of implanted 
epithelium (traumatic in origin). Moreover, there is surely 

a distinction to be drawn between the highly specialized 

epithelium of Homo and that of those Saurzan ancestors 
from whom, both in morphological differentiation of struc- 
ture and physiological division of labour, he is separated 
by a few mill ons of years! 

In conclusion, allow me to reiterate my original thesis : 
30,000 people in England and Wales annually die from 
cancer, and I plead for the systematic clinical investiga- 
tion of these cases on the lines laid down in my first letter.’ 
' Inasmuch as the incidence of cancer is crescendo, it 
behoves the whole profession to awake to its importance, 
and to petition the Government for an annual subsidy 
wherewith to out such investigation. This need not 
in any way conflict with the work see, done in the cancer 
research laboratories; in fact, it would be merely comple- 
mentary to it.—I am, etc., 


London, W., Jan. 15th. KENNETH CAMPBELL. 





THE CAUSE OF APPENDICITIS, 

Srz,—Numerous reasons have lately been given to account 
for the undoubted increase in cases of appendicitis. Some 
suggestions have been feasible, some far-fetched, and some 
comic. I cannot remember reading any suggestion that 
the cause might be in the appendix itself; I have for some 
time considered it to be so. 

Macalister in his Treatise of Human Anatomy calls the 
appendix “the degenerated long ancestral caecum.” In 
herbivorous animals that require a large intestinal surface 
for absorption the appenix is represented by an enormous 
caecum, while in some Carnivora I believe the caecum is 
absent. ‘This “long ancestral caecum,” not being of any 
use, has, in process of time degenerated into the appendix 
as we now know it. The appendix of to-day is of no use, 
except to the surgeon (and, according to some, the colon is 
not much better) ; that being so, why should this degenera- 
tion have ceased? I do not believe that ithas. Thisslow 
process has at last commenced to result in such an alteration 
in the mucous membrane and its secretion, muscular coat, or 
canal, that the appendix has become much more liable to 
attacks from the myriads of organisms in the intestines. 

Every operating surgeon knows that in the vast maj a 
of cases of acute appendicitis which result in localize 
abscesses, gangrene, or general peritonitis, one or more 
concretions are found in the appendix. These are, no 
doubt, the starting point of the acute disease and not the 
result. I have found a concretion in the apparently 
healthy appendix of a fine, well-nourished, breast-fed 
infant of 6 months, who died from acute pneumonia. I am 
sure that the infant’s fearful past, mode of life, or method 
of defaecation cannot have been the cause of the concre- 

_ tion. These concretions are caused, I believe, by some 

degeneration of the mucous membrane and its secretion, 
though, of course, there is some faecal matter in the con- 
cretion as well. I do not consider that any change in the 
mode of living, etc., can have any effect on the number of 
cases of appendicitis unless it can reduce the number of 
organisms in the intestines.—I am, etc., : 

Wolverhampton, Jap. 3rd: W. F, Cuotmetey, F.R.C.S. 
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: Sine ~My snes ion, that the diminished use of alcoho) 
is responsible the increase of appendicitis, was made, 
ene cade Te seghe icati 
© great princi causation—post hoc, ergo propter 
hoc—discovered by those keen observers of nature, the 
schoolmen of the Middle Age, and adopted with such 
striking results by medical practitioners in assigning the 
causes of disease, ially of appendicitis. The bacteri- 
cidal powers of alcohol were thrown in merely asa make- 
weight, and I must admit that in resting the case partly 
on wer ipieelingagy = by arora sagging, onan Aglare 
scholastic canon. Still, teetotalers have taught us to 
appreciate the lethal powers of alcohol, and to i 
how those who use beer and wine, like those who use 


All grow, by slow degrees, 

Brainless as chimpanzees, 
Meagre as lizards ; 

Go mad, and beat their wives ; 

Plunge, after shocking lives, 

Razors and carving knives 
Into their gizzards. 


And, if alcohol has such disastrous effects on such a 

werful organism as man, what may it not be expected to 

o to such a feeble creature as a bacterium? Surely, it 

must cause the hand of every bacillus to be lifted against 

its neighbour and so engage tt em in a fratricidal war that 
must end like that of the Kilkenny cats. 

Since writing my previous letter, another cause of 
appendicitis that seems irrefragable has suggested itself. 
For 150 sess Mom the days of Charles II to the end of 
the eighteenth century—the wearing of wigs was general, 
and during the whole of this time not a single case of 
appendicitis was aay on record. It is only since the 
use of wigs has been discontinued that appendicitis has 
increased so much. I know of no case of appendicitis 
occurring in a judge, and barristers also seem to be 
immune—at least I have not heard of a pera barrister 
being attacked. Bishops wore wigs well into the reign of 
Queen Victoria; and who ever heard of a wigged bishop 
suffering from appendicitis? I give these illustrations, as 
well as that of alcohol, merely as examples of the force 
and conclusiveness of the mode of argument that is in 
common use to discover the causation of disease. 

The University of London has struck out the subject of 
logic from the examinations for its higher medical degrees, 
and rightly so; for no doubt the Senate recognized, on the 
evidence of such discussions as this on the cause of appen- 
dicitis, that, in logic, medical practitioners have nothing to 
learn.—I am, etc., 


London, W., Jan. 9th. Guas. Mercier. 


S1r,—The comparative absence of appendicitis among 
people who use the natural position in defaecation is © 
certainly remarkable. 

Dr. Rainsbury, in his letter in the British Mepican 
JournaL of. January 7th, foresees the possibilities of 
——, hitherto rare among colliers, as a consequence 
) A rei tg of mentor as yt 

o my mind, the scarcity of appendicitis among people 
who use the squatting position may be due to the hee 
absence of constipation, and hence of autointoxication and 
lowered resistance to organisms. 

In Egypt, where the majority of people use the natural 
position, appendicitis is rare; but there, again, constipa- 
tion is rare; hence autointoxication is rare. 

The absence of constipation among the Egyptian people 
may be due partly to the natural position in defaecation, 
but is also certainly due to their diet, of which butter 
forms a big constituent.—I am, etc., 

Guy’s Hospital, Jan. 9th. H. I, SHaneen, M.R.C.S. 


Sir,—A few years ago there was a discussion in the 
JourNaL on the alleged epidemicity of appendicitis. 
Probably by this time almost every one regards the 
increased prevalence of the disease during the last 
twenty-five years or so as a fact. My contribution to 
the discussion was a suggestion that the cause of the 
increased prevalence was a change in the food habits, 
not of adults and: adolescents but of infants, and to point 
out that an investigation as to the incidence of. —_—— 
citis amongst the more primitive races, who, I believe, 
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almost invariably suckle their babies, might throw some 
light on tbe question. Dr. O. T. Williams’s report 
(Beoember 31st, 1910, p. 2016), and two or three letters 
from correspondents who have practised in India, seem 
to show that in Iadia and Asia generally appendicitis is 
much less common than in Europe and America, and it 
is possible that the difference in infant feeding is the 


cause, 
To my miod the most important dietetic change in the 
civilized world during the eighteenth century was the 
abolition of the wet nurse and the substitution in such a 
large number of cases of hand ogy for breast feeding. 
The change began about the middle of the century in the 
upper classes of society, and rather rapidly spread down- 
wards, until about twenty-five years ago, when it was 
quite common for women of the lower classes to 
deliberately feed their babies artificially from the first, and 
at that time many doctors could be found bold enough to 
advise artificial feeding even when natural feeding was 
quite possible. Post hoc (pace Dr. Mercier) appendicitis 
broke out a few years later, first ia the upper walks of 
society (often in two or more members of the same family) 
and later in the middle and working classes. Wrong 
feeding daring the first year of life is often followed by 
wrong feeding during the next few years, and, I fancy, 
“ predisposes” t> it, and so an appendix damaged by 
improper feeding during the first year has no proper 
chance of recovery. 

It seems reasonable to suppose that some of the attacks 
of colic (“ wind,” spasms, gripes, etc.) to which hand-fed 
infants are so liable are due to the entry of foreign bodies 
(pieces of undigested curd) into the appendix, and the 
sudden relief which so often occurs to their expulsion, 
and that some of the catarrhs of the bowels may arise 
from curds decomposing in the appendix. Frequent 
repetition of this kind of thing must lead to a damaged or 
morbid appendix at the end of the first year, which may 
or may not recover according as subsequent food habits 
(and perhaps poner are good or bad. 

In children’s hospitals it would not be very difficult to 
obtain a “first year’s food history” in a large proportion 
of cases of appendicitis, and show the relative incidence of 
the disease in breast-fed and hand-fed children; and a 
carefal comparison of post-mortem 0 of children 
of about the same age, some breast-fed and some hand-fed, 
might throw some light on the subject —T am, etc., 

Swinton, Jan. 7th. J. Price Wittiams. 





THYROID TRANSPLANTATION. 

Sir,—To the Journat of December 24th, 1910, Messrs. 
Ernest W. Hey Groves and Cecil Joll contributed an 
interesting case of exophthalmic goitre which they had 
treated surgically by two operations; after the second, b 
which a very little thyroid tissue, including, they believed, 
parathyroid tissue, was left, symptoms of tetany appeared, 
which were relieved by thyroid gland treatment by the 
mouth, and ultimately very — improvement was 
noticed after grafting a piece of thyroid and some para- 
thyroids from another patient. 

A summary of the clinical reports dealing with cases of 
thyroid-grafting was given and some reference to experi- 
mental work made. Among the latter, an article by Dre. 
Stich and Makkas, of Professor Garré's clinic in Bonn, 
contributed to Bruns’s Beitrage for 1908, p. 431, was cited. 
Your contributors state that Stich and Makkas report 
10 cases of transplantation of thyroid gland by means of 
blood-vessel suture in dogs, 3 autoplastic and 7 homoio- 
plastic, all succesasfal. I was interested to obtain the 
article and read it, and find that a mistake in translatiog it 
has been made. Stich and Makkas report 10 cases, 3 auto- 
plastic, of which 2 succeeded, living 51 and 245 days 
respectively, (These cases were contributed by Garré 
himeelf at a congress and reported in the Deutsche medi- 
zinische Wochenschrift for October 7th, 1909) In the 
summary of their results in the paper cited the following 
sentence occars: “ Die iiberpflanzung von einem Tier auf 
das andere iat uns nicht gelungen.” (We have not succeeded 
in trausplantation from one animal to another). Moreover, 
the description of their experiments shows that in each 
case of transplantation from one animal to another the 
gland was found necrosed or not found at all. . 

I think I am right in saying that no successful case of 








homoioplastic transplantation of thyroid glands by vessel 
suture yet been reported. Several cases of homoio- 
plastic transplantation in human surgery, not by vessel 
suture, have been reported, but one thing is wantin 

in all, namely, a subsequent removal and microscopical 
examination of the graft. 

While not denying the possibility of successful homoio- 
plastic transplantation, i¢ can only be successful, in my 
opinion, in a small percentage of cases. Technical 
difficulties in transplantation by vessel suture are very 
great, especially in small animals, or even in large dogs, 
whose thyroid glands and vessels are still very small. 
These difficulties have been overcome in: autoplastic 
transplantion. There must, therefore, be some other 
reason for non-success in homoioplastic transplantation. 
This, I believe, to be a biochemical difference in the 
tissues of different animals of the same species. 

It is kaown that haemolysins and gros mee are formed 
on injecting the blood of an animal into another ‘of the 
same species, and doubtless, also, cytolysins would occur, 
No very powerful products of this kind are, however, 
usually found, thus indicating that the biochemical condi- 
tions in animals of the same species are not very dis- 
similar, and it is conceivable that in a small percentage of 
cases these conditions are so nearly identical as to make 
homoioplastic transplantation of some of the more highly 
organized tissues possible. 

While, therefore, prepared to believe that Messrs. Hey 
Groves and Joll may have really succeeded in implanting 
thyroid and parathyroid glands from one patient into 
another, I would point out that the improvement might 
quite possibly occur without their grafts having anything 
to do with it, in two ways—either the patient has accom- 
modated herself to living with a restricted amount of 
thyroid secre‘ion, or else the thyroid gland left at the 
second operation has hypertrophied so as to produce 
sufficient secretion for her needs. Probably both effects 
have occurred, but, in support of my second suggestion, 
: — ‘ex Hiicthle’s work described in Pfliiger’s Archiv, 

; Pp. 4. y 

In writing this I desire not to take away from your 
contributors credit for the case they have reported, but to 
correct what might be a false impression as to the results 
of experimental work in this matter, due to a faulty 
a . Drs. Stich and Makkas's report of their work.— 
—I an, etc., 


London, W., Jan. 10th. E, ARCHIBALD SMITH. 





DRAUGHTS. 

Sir,—Having noticed, somewhat late, the correspon- 
dence on the subject of draughts in your columns, I have 
thought it would perhaps be not inappropriate to call 
attention to the observations published by Dr. Herz, of 
Vienna, some time ago on this matter. 

According to Dr. Herz there is a fundamental physical 
difference between draughts and wind, though both are in 
one sense at least, of course, the same thing, namely, 
air in motion. The difference, however, is this, that in 
the case of wind the pressure to which we are normally 
subjected by the weight of the sir around us is more or 
less increased, while by a draught this pressure is 
materially lessened. Of course, in both cases the move- 
ment of the air is caused by a difference of temperature at 
two given points, in the connecting line of which the 
observer happens to be stationed. Now, in the case of 
wind these two points are very far apart, and, besides, they 
are no}, correctly speaking, points, but large tracts in the 
atmosphere, and wind always means the moving of a large 
volume of air which comes from a great distance. In the 
case of draught, on the other hand, say, for instance, from 
a badly fitting window, the point of origin of the movement 
of the air (through the window slit and onwards towards 
the warmest part of the house) is comparatively quite close 
to the observer; and the air surrounding him is subject to 
the attraction of the warmer part of the room (the ceiling). 
In consequence, the pressure under which we normally live 
is reduced, as the small current of air that penetrates 
through the aperture of the window is not equal to the 
amount-which could be taken up by the warm space above 
and around one. We are thus placed under a process of air 
suction. It is worth noting that both the German and the 
English idiom designate such a movement of the air as a 
traction, a drawing. Ziehen, Zugluft, a draught. 
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Now, it is perfectly comprehensible that any change in 
the average air will more or less affect the human 
organism, A high wind, for instance, in many individuals 
produces a disturbance in the respiratory system or in the 
action of the heart, causes headache, etc., a thing of 
common knowledge. But, in general, the effect of wind is 
not found to be injurious. Wind, by reason of the increase 
of air pressure which it entails, tends to produce a con- 
traction of the capillaries of the skin and the visible 
mucous membranes, and consequently a reduction of the 
emanation of the warmth of the body. It is true that the 
passing air absorbs more of the heat of the body than it 
would when not in motion. But the main point in the 
question under discussion is that under increased air 
pressure due to wind the capillaries contract, while 
they dilate under the influence of the subnormal 
pressure which draught entails. Thus we can spt 
understand that the skin and its subjacent tissues an 
muscles, or the mucous membrane of the nose are liable to 
suffer differently and more seriously through the action of 
a draught than from wind. We know that the prolonged 
application of an icebag can cause gangrene of the skin. 
Is it, then, reasonable to deny that undue cooling of the 
skin and the power aa with distended blood vessels 
may produce pathological changes, such as rheumatism or, 
in the case of the nasal mucosa, a rhinitis, commonly 
called a “cold,” or other troubles? I am quite willing to 
concede that there may be—and, indeed, are—individuals 
whose power of vasomotor accommodation is such that 
they rarely, or never, feel inconvenience from the effects of 
draughts; but I am certainly of the opinion that the great 
mass of human beings—anyhow, of Europeans—are not so 
favourably organized, and I think we shall do well to 
adhere to the teaching of untold observers to the effect 
that draughts are, and remain, injurious, and should be 


avoided.—I am, etc., 
F, A. Parurrr1, M.D. 
Bad Salzschlirf, Germany, Jan. 2nd. 





THE ETIOLOGY OF SOLDIER'S HEART. 

Sir—Having recently vacated an appointment as 
Recruiting Medical Officer, London Recruiting Area, I 
have been interested in reading Major Porter’s remarks 
on the subject of D.A.H., or disorderly action of the heart.’ 
It appears from these that Major Porter rejects a)l recruits 
whose pulse-rate during the examination remains above 
100, and moreover allows the recruiters to reject candidates 
for the army at the primary examination if they consider 
that the pulse-rate exceeds this figure. While admitting 
that- it is necessary, for —— purposes, to fix a 
maximum: pulse-rate allowable in a recruit, I cannot agree 
that 100 is a sufficiently liberal margin to allow as a rigid 
standard. Nordo I think it wise to entrust the duty of 
determining what is a true pulse-rate of 100 or over to the 
recruiter. i 

I have myself had the privilege of doing recruiting duty 
at the Stratford Recruiting Dépét, and know by experi- 
ence how hurriedly the preliminary examination is often 
done when there is a rash of recruits who have to be 
brought to Stratford from various parts of London before 
the “ book” closes. . 

To reject a recruit simply because his pulse-rate is, say, 
102, without any examination of the heart—as must be 
the case when this medical duty is entrusted to a recruit- 
ing sergeant—is to my mind wrong. I have often accented 
men wins pulse-rates remained well over 100 during the 
examination, provided the heart sounds, spacing, and 
pulse were otherwise normal; nor have I heard of any 
such being rejected for D A.H. after enlistment. It must 
be remembered that with our present more rational 
methods of physical training there is not the same 
danger as perhaps formerly existed—that a youth with 
an excitable heart may be broken down by injudicious 
setting-up drill or gymnastice. 

Again, as regards the question of causation, Major 
Porter apparently adopts the usual view that the “per- 
nicious ” cigarette is at the root of this mischief. While 
not denying that nicotine poisoning is a factor in some of 
these cases, I have often noticed that the most marked 
cases of high pulse-rate are to be found among those who 
deny cigarette emoking or only indulge in great modera- 


1 BrivisH MEDICAL JOURNAL, November 5th, 1910, p. 1470, 








tion, and whose fingers bear out their statement. It has 
frequently struck me that the condition called D.A.H. is 
more a question of tem ent than tobacco. It would, 
I think, be interesting if recruiting medical officers would 
tabulate their rejections for D.A.H., noting the condition 
of the fingers with regard to nicotine staining, no one 
individual’s figures being sufficiently large to warrant the 
drawing of any conclusions. The whole question. of 
D.A.H., in fact, is one upon which recruiting medical 
officers should try to arrive at some agreement, with a 
view to more uniformity of action as regards the rejection 
of recruits for this disability.—I am, etc., 
S. G. ALLEN, 


Gibraltar, Dec. 10th, 1910, Lieutenant-Colone), R.A.M.C. 
2 





HYPERCHLORHYDRIA AND ITS COMPLICATIONS. 

Siz,—I think that in fairness to his readers Dr. William 
Russell should have explained that the views which he 
has enunciated in his clinical lecture published in the 
JournaL of December 31st, 1910, are only his own private 
convictions and do not represent the opinions held by the 
majority of authorities upon diseases of the stomach at the 
present day. 

It is now very generally believed that although there is 
undoubtedly a true byperchlorbydria in which the gastric 
distress is di ly due to the excessive secretion of bydro- 
chloric acid and that alone, in many cases presenting 
similar symptoms the acid is normal or subnormal. 

Stockton ' was, I believe, the first to draw attention to 
this in 1902, and pointed out the necessity of assuming a 
hyperaesthesia of the gastric mucosa which rendered it 
intolerant of normal amounts of acid. Dutton Steele, von 
Noorden and Riegel? support this view and do not believe 
that excess of acid by itself is capable of producing sym- 
ptoms of byperchlorhydria. Kaufmann,' out of a ceries cf 
19 patients free from gastric symptoms, found a total 
acidity of over 70 in 10 and over 100 in 2. Moreover, he 
experimentally administered large doses of hydrochloric 
acid to healthy persons without producing symptoms. 

Among ers, the numerous observations of the 
following have conclusively proved that you can have 
symptoms of hyperchlorhydria, the acidity of the gastric 
juice being below normal, and gastric juice with a great 
excess of hydrochloric acid without any symptoms aé all: 
Schule,‘ Brandenburg,’ Gintls,° Illoway,’ and Museer,® 
Soupault,? Verhaegen, and Luigi Sansoni. Moreover, 
Laboulais had under observation a patient with symptoms 
of hyperchlorhydria, and proved by an analysis of the 
gastric contents that at the very time when the pains 
were relieved by the administration of bicarbonate of soda 
there was practically no hydrochloric acid present in the 
stomach, 

ae 100 consecutive cases of my own presenting 
hyperchlorhydria symptoms, in which an analysis of the 
stomach contents was made after a test meal, I find 
excess of hydrochloric acid in 68, normal acidity in 21, 
and a diminished hydrochloric acid content in 11. 
Taking the same series of cases, there were 5 of ducdenal 
ulcer which came to operation when the presence of the 
ulcer was confirmed; 31 in which duodenal ulcer was 
inferred from the presence of rigidity or hypertrophy of 
the right rectus, occult blood, or evidence of pancreatic 
irritation taken in conjunction with the symptoms and 
evolution of the disease ; 14 cases of acid gastritis; 2 cases 
of gall-stone disease ; 1 case of concretion in the appendix; 
1 case of tuberculous disease of the caecum, these 
latter confirmed at operation; 9 cases of nepbroptosis ; 
7 cases of ulcer of the stomach. The remaining cares 
were apparently of a functional nature, the majority 
being associated either with constipation, improper 
feeding, or the excessive use of tobacco. In only 8 could 
the affection be fairly called a neurosis. 

In the cases r ed as examples by Dr. Russell there 
appears to my mind nothing whatever in the way of 
evidence to show that they were not in reality duodenal 
ulcer. No mention is made in the histories of the cor- 

1 Journal of the American Medical Association, January 11th, 1902. 
2 Progressive Medicine, 1906, p. 34. 

8 Zeitschr. f. klin; Med., 1905, p. 491, vol. lvii. 

4 Zeitschr.f. klin. Med., 1895, vol. xxviii, p. 461. 

5 Arch. f. Verdauungskrankheiten, 1897, vol. iii, p. 377. 

6 Ibid., 1898, vol. iv, p. 251. 

7 Ibid., 1902, vol. viii, p. J) 


03. 
8 Trans. of the Assoc. of Amer. Physicians, 1905, p. 193, 
9 Maladies de l’estomac, 1906, pp. 164, 165. 
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dition of the abdominal reflexes, the absence or reverse of 
occult blood in the stools, or evidence of duodenal irritation 
sach as would be shown by a positive Cammidge C reac- 
tion, or the increased — of casein by a dilution of 
the faeces (trypsin insufficiency test). The fact that they 
got well under treatment proves absolutely nothing, as we 
are all familiar with the fact that duod ulcer is charac- 
terized by periods during which the patient appears to be 
perfectly well. 

I will conclude by most strongly traversing Dr. Russell's 
statement : 

The medical treatment of chronic duodenal ulcer is, to m 
mind, not worth spending time over.... For both it an 
chronic gastric ulcer I strongly advise operation. Were it 
established that a serum treatment had been found which 
ensured the healing of Ghronic ulcerations, one’s attitude 
towards this question would be changed. 

I find it difficult to reconcile this attitude with his state- 
ment earlier in the lecture, “that healing of a duodenal 
ulcer takes place without surgical interference cannot be 
questioned.” The explanation probably is twofold: first 
of all I gather from the lecture that he does not feel 
justified in diagnosing a duodenal ulcer until melaena has 
occurred, and secondly, he evidently is unacquainted with 
the treatment by antilytic horse serum.—I am, etc., 

London, W.., Jan. lst. GrorGe HERSCHELL. 





STATE SICKNESS AND INVALIDITY INSURANCE. 
VA S1r,—At last the box is opened, and we are permitted 

a view of its contents. The grand scheme of the Govern- 
ment for relieving the masses from the risks of sickness, 
unemployment, and consequent destitution resolves itself 
into a compulsory insurance of 5s. a week, one shilling less 
than is provided at a cost of twopence a week by the least 
stable of factory slate clubs. What can one say about such 
a fiasco? S. we laugh or cry over the infinitesimal 
sequela of such blowing of trumpets and beating of drums? 
Shall we laugh or cry as we ask ourselves whether 
the medical profession is responsible for the travail 
of the mountain ending in the birth of a mouse? Did 
Mr. Lloyd George perhaps intend, with our connivance 
or submission, to provide also medical attendance— 
worth, say, on an average 20s. a week—at an additional 
cost of a penny a week, but, in view of our marked 
hostility to provision of benefits at our expense, reluctantly 
withdraw this portion of his scheme? If so, and if further 
he counts on the friendly societies obtaining insidiously 
for his protégés what he openly dare not ask for, our 
course is quite clear. As Dr. Keay points out, the labourer 
is now a State protégé, and our attitude to him is no 
longer the attitude we adopted to him as a free member 
of afriendly society. The principle ef collective bargaining 


must replace the old-time system of scrambling for club/ 


appointments at starvation salaries. 

All new appointments to clubs must be arranged through 
the mediation of the local Divisions of the Association, and 
wherever the profession is sufficiently united, present 
appointments may be determined and new conditions of 
practice with adequate remuneration arranged for. These 
conditions shall be the same as we intended to ask from 
the State—namely, freedom of choice of doctor for the 
patient, and for ourselves payment per attendance at 
ordinary fees as in private practice. Trade-unionism ? 
Yes; and for the benefit of the superior I should like to 
quote these words of the Duke of Argyll from The Reign 
of Law, p. 373: “ When the working classes combine for 
the protection of their own labour against the effects of 
unrestrained competition, they are simply taking that 
course which is recommended alike by reason and experi- 
ence.” It is puerile to deny that we are of the “working” 
classes, and that our profession has been degraded 
unrestricted competition. Shall we not, then, listen to the 
voices of reason and experience, and, not only for our own 
sakes. but for the of our successors and of the 
community, use the means at hand of stopping this 
degradation ?—I am, etc., 

Bristol, Jan, 14th. Harry Grey. 


Sir,—The “inspired” statements of the Government's 
immediate intentions re State sickness insurance, which 
recently appeared in the Times and Manchester Guardian, 
seem to be causing some consternation in our midst. At 





————___] 
first, I confess, on reading them I could hardly regard 
them seriously, but on reflection, considering the 
issues at stake, the vast complexity of the a 
involved, and the wide divergence of women exhibited 
both inside and outside the profession, I do not wonder 
that the Government hesitates to take too bold a plunge 
at first. On the other hand, if the Government waits 
until we are all agreed upon ways and means, and until a 
complete and satisfac scheme can be evolved, they 
will wait for the millennium. The Government is, how- 
ever, pledged to take some action without delay, and 
evidently intends “to make a beginning.” There can be 
little doubt to any one who calmly considers the matter 
that it is only a beginning, and that State sickness 
insurance in this country cannot long remain at this 5s..a- 
week-total-benefit stage. The future will, indeed, be 
largely in our hands, and the sooner we can come to an 
understanding amongst ourselves the sooner will a fuller 
and more effective scheme be evolved. 

So far as the medical profession is concerned, the 
Government’s scheme does not aiter the status quo. We 
had hoped that an effort was going to be made to remedy 
some of the evils under which medical practice amongst 
the sick poor is at present carried on, and that the report 
of the Poor Law Commission was about to bear some fruit, 
but evidently this is ‘ not yet.” 

I believe, however, that a determined stand on the part 
of the medical profession would help matters forward con- 
siderably at this stage, arid it is only after very grave 
consideration that I counsel my fellow practitioners to 
adopt the mag tags © ser of action : 

(a) Inform the friendly societies: (1) That we cannot 
continue the work of medical attendance (and provide 

8, dressings, etc.) for their beneficiaries on the totall 
inadequate terms hitherto in vogue, and that we wi 
certainly not undertake any fresh work on the old terms; 
(2) that the present contract system with per capita pay- 
ment is neither in the interests of the benefiviaries nor the 
medical profession and can no longer be countenanced by 
us; (3) that where the beneficiary contributes towards 
medical attendance he should have choice of medical 
attendant, amongst those willing to act, and at the same 
time there should be right of refusal of attendance both on 
the part of medical attendant and of tlie patient when 
either is dissatisfied with the other, and we must insist 
upon this principle of professional freedom in the interests 
of both; (4) that the best method of remuneration will be 
payment per visit, or per attendance, according to an agreed 
scale of fees, with an allowance for “extras,” mileage, 
drugs, dressings, etc., and we are prepared to discuss 
details of such a scheme with representatives of the 
friendly societies or of the Government, or both. 

(6) Memorialize the Government on the subjoined 
points: (1) The necessity for a State sickness and 
invalidity insurance scheme, including provision for 
medical attendance ; (2) the advisability of such a scheme 
een independent of any control on the part of the 
friendly societies ; and also (3) that the medical profession 
should be fairly represented on any controlling body or 
bodies; (4) that in the drafting of any scheme for pro- 
viding medical attendance the views of the medical pro- 
fession should be carefully considered, and only a scheme 
which is likely to be acceptable to the great majority of 
its members should be introduced into Parliament. 

A final word in reply to Dr. aswecag bs letter in the 
British MgpicaL JourNaL of January 14th. He singles 
out from their context two es from previous letters 
of mine, and places them in juxtaposition with a view 
presumably of making them contradict each other. It is 
obvious from the context that in the latter phrase the 
meaning is “not likely to pay 10s. for the same work if it 
can get that work done for less.” Whereas in the larger 
preceding passage Iam a ing to the Government to 
have done with this cheap unsatisfactory contract work, 
and, even if it costs more, to have the work properly done. 


—I am, etc. 
: P. R. Coops. 


Bowdon, Jan. 14th. 

We have received from two correspondents, who do no 
desire their names to be published, communications which 
contain certain data which may be of use in the elucida- 
tion of the questions as to the amount of work done, and 
of remuneration in certain classes of practice. The first 


ane: » cr 


JAN. 21, 1911.] 


CORRESPONDENCE. 


[usoicas Jorma, 169 








communication refers to city practice, and the second to 
a practice in a colliery village. 


I, 

. “In MEpD1A viA SALUS”’ writes: Insurance companies pay 
their members at so much a week or day of illness. Could not 
doctors be paid in the same way?. ln order to arrive at some 
sort of basis of calculation I have analysed (with the help of 
medical friends) the results of work done in November in three 
— average mixed practices with no club or contract 
work. 

We have classified the visits paid and amounts due on those 
patients only who would come under the present Government 
scheme. e have included all ordinary cases of illness, acute 
and chronic (but not confinementg, fractures, etc.), and I think 
I may claim that there has been no over-charging, and certain] 
no over-visiting, as patients of this class in the city in whi 
the practice is carried on, and where there is much charitable 
medical aid, cannot and will not stand it. On thecontrary, the 
patients under the new scheme would almost certainly receive 
more visits, as they would send earlier for a ‘‘ gratis’ doctor. 

As a result of this analysis we find that if we had been paid 
7s. 6d. a week for each patient we should receive almost 
exactly the same amountas was actually charged to the patients. 

If, then, Mr. Lloyd George wishes us to out the work 
under conditions and terms such as now obtain in private prac- 
tice, he must allow at least 7s. per week, or 1s. per diem, for 
visiting patients and gan medicine. In the same manner, 
I have calculated that surgery attendance with medicine ought 
to be paid for at the rate of 3s. 6d. a week or 6d. a day. 

Some such system as this would immensely simplify our 
bookkeeping : 

Case 1. Cut hand. Away from work 10 days, surgery attend- 
ance 10 x 6d. = 5s. 

Case2. Pneumonic. Seen at surgery, November lst, is found 
to have a high temperature, sent home to bed, and visited at 
home for 20 days, and then is seen for a week more at the 
surgery. 





& 6, 4. 

November Ist. Surgery ae ae ei ve O r 6 
November 2nd to 21st. Visits Home (20 daysatls.)... 1 0 0 
November 22nd to 28th. Surgery (7daysat6d.) .. 03 6 
Total dee oo 3 4:0 


Such a course would involve from 15 to 20 home visits, but on 
the other hand, one would have a case of chronic phthisis, or a 
paralytic, near by, involving only one or two visits per week, 
which would also be paid for at the same rate, 7s. per week. 

The essential feature of the plan, therefore, consists in the 
averaging of all illnesses—acute and chronic—so that the doctor 
in charge is paid for the whole period that the patient is at 
home (no matter how many or few visits are made) at ls. per 
diem, and for the whole period that the patient attends the 
surgery (whatever the number of attendances) at 6d. per diem. 

Of course this scheme would (like all others) entail slight 

extra fees for night visits, confinements, fractures, etc., and 
ordinary fees for consultants. 
- It would bevery instructive to hear from other medical prac- 
titioners (town and country) how they would fare under this 
scale compared with their present charges, that is, what per- 
centage of gain or loss would be recorded. To sum up the 
advantages of this scheme: 


1. It is simple, uncomplicated, and practical. 

2. It is a combination of “contract” and ‘payment for 
work done ”’ principles. 

3. Tendency to over-charging is reduced to a minimum. 

4. Medical inspectioni would be simplified. Malingerers 
and chronic cases would receive special attention from 
the inspectors. 


_As to the cost, taking the Century Insurance Company’s 
estimate of three weeks’ illness per annum, two weeks at home 
and one at auuery would amount to 17s. 6d. per annum for each 
beneficiary. To secure such benefits surely this is not too large 
& i if divided between the State, the employer, and the 
‘workman, 


II. 

“‘FESTINA LENTE” writes: I live in an isolated colliery 
Village, where I am the only resident doctor. There are 1,200 
to 1,300 workmen, with a population of over 4,000. For the 
three months ending December 3lst, the actual visits paid 
were 2,682, giving an average of 29.5 per day. For four weeks 
in August the visits were 521, or 20 per day, and I ask your 
readers to compare these figures with the estimate of ‘50 visits 
per day for 1,500 beneficiaries”? as stated by some of your 


- correspondents, at which rate I should have 133 visits a day! 


‘During a terrible winter epidemic of measles seven years ago, 
90 to 100 visits daily were reached, which is well under what 
these correspondents give as the percentage of normal visiting. 
Looking over ey | book, for more than four years I find the 
longest visiting list was for the week ending February 22nd, 
1908, during an epidemic of influenza, when 418 visits were 
made, averaging 60 per day. A fairly typical winter’s list would 
be that for the week ending January 29th, 1910, when there were 
332 visits, or 47.4 per day, and this in a popeeion which I do 
hot think would have been over-estimated I -put it at 5,000 
instead of 4,000, 





HYPERTENSION AND NEURASTHENIA, * 

S1z,—Somewhat behind in my a og I have only just 
perused the interesting address of Dr. H. Batty Shaw, and 
likewise the letter of Dr. James Metcalfe. Strange to 
say that in the address no mention is made of ftreat- 
ment by mineral waters, which in the end combine the 
three important essentials: (1) Effectiveness; (2) harm- 
lessness; (3) relative permanence, I have tried nearly 


/every method of treatment, and I say unhesitatingly 
‘that a relatively lowly mineralized (but not too low) 


non-chloride bearing water gives the best and most 
permanent results. The nitrites, iodides, veratrino, guip- 
sine, silicate of soda, etc., I have given all a fair trial. 
Erythrol tetranitrate I have used for thirty years, and it 
has given me the best results as a temporary measure. 
Iodides in large doses are often injurious, but I gradually 
worked out a method that gave me fair success. This 
consisted of prescribing never more than 5 or 6 grains a 
day diluted in at least a pint and a half of water (0.35 gram 
per litre), divided into three doses each an hour before 
meals. This must be continued for many months. Guip- 
sine and silicate of soda I am using at present pretty 
extensively, but am still quite uncertain of the results. 
Furthermore, most of the patients taking these two last 
drugs have done one or more cures at Vittel, and drink 
almost constantly Vittel water. Under such conditions it 
is difficult justly to account credit to the one or the other 
method. 

At Vittel we see large numbers of ‘“h sionists,”” 
not to dub them all arterio-sclerotics, where French and 
Continental physicians send more and more each year. 
Even in that form of high tension due to renal insufficiency 
a marked fall occurs. One of my patients last season, with a 
fair amount of albumen, had a systolic pressure of 290 mm. 
on his arrival (July 25th). During the first five —. 
of the cure it fell 50 mm., and one day after (August 14th) 
the end of his cure it stood at 215 mm. His albumen 
fell from 1.80 grams per diem to 0.425, or less than a 
quarter. He now reports himself as “ quite well.” 

Dr. Metcalfe speaks of the relationship of neurasthenia. 
and high pressure. I have for years considered that most 
neurasthenias were chronic toxaemias, and, treating them 
on these lines, I rarely fail to cure them in a few weeks. 
This will explain why at Vittel most neurasthenics get 
well. Were this letter not too ‘long, I could show that 
most slight cases of neurasthenia are made bad ones by 
injudicious treatment.—I am, etc., 

Beaulieu, Jan. 9th. H. J. Jounston-Lavis. 





THE OUTLOOK FOR THE COUNTRY GENERAL 
PRACTITIONER. 

Srr,—I notice in your issue of January 14th a very 
excellent paper r by Dr. Parkinson at the Dorset 
and West Hants Branch meeting entitled, “‘ The Outlook 
for the Country General Practitioner,” in which he deals 
at some length with the subject of midwives and nurses, 
against whom we general practitioners have often to 
contend. . 

I have been much interested in this vexed question 
for some years, and have always regretted that, while 
nearly every country practitioner knows, yet no one 
seems to have given vent to this particular grievance. 

A few years ago there was a great outcry against the 
unqualified assistants, many of whom were well trained 
men, and when the General Medical Council took the 
matter up the yn of these poor men was abolished. 
But I hold the qualified man did not suffer through them 
to anything like the extent they do now through mid- 
wives and nurses. I have held two large country 
practices, and I have been assistant and locumtenent in 
others, and have watched the decreased value in these 
practices through the unqualified competition in the 
shape of a nurse. 

To quote one instance: I held an unopposed country 
practice in a village and district in which there was 
no district nurse. I was approached occasionally by 
certain people about the advisability of having 4 district 
nurse appointed. Having had previous experience, I put 
my foot down against having one, and had my way. 
Wishing to practise in another neighbourhood, I disposed 
of my practice, and my successor welcomed the idea when 
the subject was next brought up. But he soon regretted 
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_ having done so. Not only did she attend a number of 

midwifery cases, leaving him the difficult ones, or only to 
come in at the end when anything went wrong, but she 
did an alarming amount of ag a her own, such as 
cases of sprains, children with inflamed glands, hs 
and colds, calling in the doctor when the case assumed a 
serious aspect, or the people became dissatisfied. Of 
course, when ‘ Vis medicatrix Naturae” did the trick she 
got the kudos and often a present as well. All this, 
of course, considerably reduced the income of my suc- 
cessor. This poor man dare not remonstrate in any way, 
fearing she would recommend an opponent in an adjoining 
village. This she eventually did, and, causing a rumpus, 
she was compelled to leave the district, to the advantage 
of the doctor and the people who needed skilled advice. 
Had an unqualified assistant of days gone by, a man who 
had, perhaps, passed everything bat his final, done any- 
thing like the amount of work this nurse did, he, poor 
beggar, would have been liable to punishment, and his 
employer probably struck off for “ covering.” 

I think it is time this matter should be dealt with by 
the profession, and nurses should be instructed to confine 
their work to nursing only, and not to diagnose and treat 
diseass, thus robbing the struggling practitioner of his 
living, doing thonstalves no good in the end, and their 
patients often a great amount of harm. Of course a 
number of a have partly to thank 
themselves for this state of affairs. On going into a 
fresh practice they feel flattered when they are approached 
by Lady Vere de Vere, which may end in a luncheon at 
the mansion and a district nurse appointed. He often 
soon finds that he has a new terror to deal with, and 
then to his chagrin he learns that the aforesaid Lady 
Vere de Vere sends to the nearest town when she needs 


doctoring —I am, etc., 
Boscombe, Hants, Jan, 16th. W. Smita, L RCP., etc. 





SHIP SURGEONS. 

S1z,—I see in the Journat of December 3rd, 1910, under 
the heading “ Ship Surgeons,” that “surgeons are only 
supposed to attend upon the ship’s crew and third-class 
passengers.” Over my head, on the cabin wall, is a 
notice: ‘‘ A qualified surgeon is attached to the ship. No 
charge is made for medical attendance in case of sickness.” 
The surgeon tells me he receives £7 a month. When we 
called at Naples he was not allowed on shore, as cargo 
was being discharged, and his services might possibly be 
required. The most valuable recognition of his services 
that he has ever received was in the case of a family who 
called on him almost every hoar, night and day, and at the 
end of the voyage he was presented with a silver cigarette 
case. He has a cabin to himself, which is also his surgery, 
when the native crew interview him, separated from the 
_ engine and pumping room by a thin balkhead, provides 

his own uniform and instruments, and still men are found 
to accept the appointment! At various times I see letters 
in the JourNAL suggesting that the status of the medical 
officer could be improved. What more simple? Boycott 
the service for three months, insist on £15 a month, and a 
charge for attendance on passengers, with accommodation 
equa! to that of the chief. officer or purser. Some years 
ago I was surgeon in the P. and O., when I had £13 a 
month west of Port Said and £16 on the east side, and I 
thought I did badly if my fees did not equal my salary. 
Tempora mutantur.—I am, etc., 


Indian Ocean, Dec. 20th, 1910. M.D. 





“EYE” IN SPORT. 

Stx—I was very interested on reading Mr. R. W. 
Doyne's lecture in the British Mepicat Journat of 
December 24th, 1910, copectally the shooting section; 
and as he mentions that he expects opposition from : 
‘makers he will doubtless welcome the following regarding 
the master eyein shooting, for in addition to being a gun- 
maker the writer has used guns from his early teens, also 
military and sporting rifles for the last: twenty-five years, 
and his calling has given him considerable experience 
with the vagaries of eyes in tting. 

I have not read the article by “RA.M.C.,” but from 
my own experience have found that the vast majority 
of those who shoot with both open aim with one, the 
master eye, whatever its controlling influence may be 





By “aim” I mean the processes that take place from the 
moment the ‘is brought to shoulder to the instant of 
discharge. The building of “‘cross-eyed” guns should be 
deprecated, for sportamen who have two good eyes but 
cee cg left master yet wish to shoot from the 
right shoulder. It is preferable, when possible, to use an 
ordi: stock and close this lefi master eye when aim- 
ing, or if unable, as many shots are, to do this, to fit a 
small detachable block to the breech end of barrels, 0 
that at the moment of aiming the effect of the left eye is 
neu ‘ 

A typical case a gunmaker has to correct is as follows: 
A customer of ours, a well-known surgeon, who has, 
I believe, made a special study of “eye,” and who is a 
most excellent game shot, came a short time ago and 
desired to be taken to our -fitting range, to ascertain 
what had gone wrong with him, as he jast returned 
from Devonshire, after several days’ game shooting, very 
disappointed. He had used the same gun for ten years 
with first-class results, and had not altered, so far as 
I could jadge, in his build; was in the pink of condition, 
yet had suddenly gone wrong with his shooting, having 
shot partridges and pheasants for some weeks previously 
in his usual style. To the query—Had his eyes altered? 
—he replied that he had not observed any change. Upon 
testing him at range, his lateral deviation was about 
fourteen inches left, although when tested the previous 
August his shooting was quite correct, both laterally and 
horizontally; his gun stock — came up to his 
shoulder truly as before, and even his shooting coat was 
the same that he had used for three years. : 

Now what would Mr. Doyne have advised in a case like 
this? Should a gunmaker commence to teach one who 
was a first-class shot up to a few days previously to train 
his gun to come up truly with his ‘‘ mental line of vision,” 
or should he have been told to ‘subconsciously feel his 
line .of vision,” or “that his brain potentiality” had 
altered? No; we fitted a new stock to correct the lateral 
error, and he was immediately cured. 

With regard to rifle shooting, Mr. Doyne states that this 
obviously can only be done with one eye. My practice 
has always been to shoot with two eyes open up to the 
longest ranges, and there are other rifle shots who do the 
same, simply owing to the possession of a master eye. In 
my case Ihave many times tried to shoot with one eye, 
but find that ia so doing a great amount of illumination of 
both sights and target is lost, together with definition. 
In view of this, is it not reasonable to conclude that it is 
only the master eye, or that portion of the brain con- 
trolling it, that sportsmen actually use when aiming ?— 
I am, etc., 

Cartes F’, GREEN 


Gloucester, Jan. 3rd. (Edwinson, Green, and Sons). 





EPSOM COLLEGE. 

Sir. —As the father of a present pupil I have read the 
correspondence relative to the above institution with very 
considerable interest. All Welsh medicos have a special 
regard for Epsom College because of the profession and 
nationality of the founder, a nationality that was pro- 


claimed to all and sundry by the college motto, “ Dyfalii.”: 


Now, with very real regret I find by the latest issue of the 
college Magazine that the old coat and motto have been 
displaced by a new coat with a Latin motto “ Deo —— 
Fortuna.” I have no quarrel with this attempt to 
impress upon the minds of present aud future students 
that they should trust in God, not luck; buat I fail to 
see why the original motto should be shelved for it. 
“ Dyfalai” is a Welsh word meaning ae ge perse- 
verance, and, while teaching a very valuable lesson of 
present and future conduct, perpetuates the nationality 
of the founder, and I am certain that I voice the senti- 
ments of my Welsh professional brethren when I call 
upon the authorities to replace the original without 
delay.—I am, etc. 
R. T. E. Davies, L R.C.P., M.RC.S., L.8.A., etc. 
New Tredegar, Jan. 9th. 





TUBERCULOSIS AND STATE INTERVENTION. 

S1r,—Onr attention has been drawn to certain ambiguous 
references to the Conference on. Taberculosis held recently 
in Edinburgh. These concern more particularly the resolu- 
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tion which was at the close of the discussion on 
‘The Working Man in Relation to Taberculosis.” 

The suggestion has been made, and is prominently 
repeated by the authors of The Conquest of Consumption 
in the phe fm to the second edition, that the conference 
“Was a unanimous in the opinion that some 
form of State intervention was necessary.” As occurring 
in the introduction to au elaborate plan of campaign, in 
which the authors relegate in wholesale fashion to the 
State responsibility for the handling of the tuberculosis 
problem, the sentence seems to us misleading. 

We think it right to say that the resolution which was 
adopted by the conference was limited to the question of 
working men’s invalidity insurance. The actual terms of 
the resolution were as follows: 


That the special attention of the Chancellor of the Exchequer, 
Government, and Parliament be called to the great impor- 
tance of giving the prevention and treatment of tuberculosis 
& prominent place in the proposed scheme of invalid 
insurance. 


—We are, etc., 
W. Lestiz Lyatt, M.B., 
JaMEs Mitusr, M.D., 


Edinburgh, Jan. 17th, Joint Honorary Secretaries. 





THE CHOLERA IN MADEIRA. 

S1r,—In case your readers should care to hear something 
farther about the present outbreak of cholera in Madeira, 
Iam writing to supplement my previous letter. 

The number of fresh cases each day is now steadily 
decreasing, and the percentage mortality is also falling. 
The popu are gradually beginning to realize that the 
are in the presence of a very real and grave danger, an 
are beginning to submit with a better grace to the sanitary 
precautions prescribed by the authorities. The number of 
cases up-to-date is about 1,200, with less than 400 deathe. 
The prophylactic measures advised by the Portuguese 
authorities and by my colleague, Dr. Grabham, have been 
eminently successful, as in no case has a person who has 
religiously carried out these measures been attacked b 
the disease. No English have contracted the disease, an 
only four other members of the foreign colony. 

.A remarkable feature of the present epidemic has been 
the very large number of women and children attacked as 
compared to the men. 

Five years ago, during an outbreak of influenza, certain 
officials thought it a good opportunity to get up a bogus 
plague outbreak, and so extract money for purposes of 
sanitation from Lisbon. A number of persons suffering 
from trivial febrile ailments were interned in the lazaretto, 
or isolation hospital, and serious barbarities were perpe- 
trated upon them. Popular suspicions being aroused, a 
mob composed of soldiers and yt poms broke into the 
lazaretto, wrecked the place, and carried the supposed 
pep off to their homer. This episode was followed 

a complete cessation of the supposed plague. 

With the memory of this still fresh in their minds, the 
people were ready enough to believe the statements of 
certain agitators who told them that this was not real 
cholera but the result of Republican doctors poisoning 
the water courses in order to kill off the Monarchists. 
This extraordinary ignorance and prejudice resulted at 
first in the most strenuous resistance to disinfection of 
houses and isolation of cases. There were many free 
fights, and in one or two cases the military had to use 
their arms, but when one reads of ‘‘ the deadly fire of the 
27th Infantry compelling a large force of rioters to retire 
one is forced to smile. Nothing to be dignified by the 
name of serious disorder has occurred, and it is quite 
F mera to speak of English lives and property being in 

anger, 

Isolation hospitals have now been erected in the nfected 
districts, though there was a good deal of opposition to 
their construction among the lower and more disorderly 
sections of the populace. 

The hero of this epidemic is Dr. Lomelino, who, single- 
handed, conducted the working of the lazaretto during 
the first month of the epidemic. I had the pleasure of 
spending the afternoon with him a few days sgo, and was 
much interested to see the very effectual method of 





onkenh which he has evolved. Briefly stated, it is as 
ollows : 

On admission the patient is given a ee dose of castor 
oil, together with twenty drops of chlorodyne. This dose, 
it vomited, is r until retained. After this he 
— a large linseed and mustard poultice to the 
abdomen, and gives intestinal antiseptics, such as solu- 
tion of potassium permanganate, by the mouth, surround- 
ing the patient with hot-water bottles meanwhile. For 
cramps he rubs the limbs with linimentum opii and gives 
stimulants by the mouth. 

The reason that Dr. Lomelino’s mortality statistics are 
so good is that he infuses with normal saline without 
hesitation the moment there are any indications of the 
approach of the algid and collapsed stage. If he cannot 
find a vein quickly he infuses under the ekin of the axilla. 
I told him that my experience of subcutaneous infusion in 
cases of haemorrbage was unfavourable as compared to 
the intravenous method, because of the very slow absorp- 
tion when a patient is practically pulseless; but he replied 
that this objection did not hold good in cases of cholera, 
where the blood became so concentrated, owing to loss of 
fluid, that it greedily absorbed a subcutaneous infusion 
even when there. was practically no circulation. He uses 
inhalations.of oxygen in conjunction with this method. 

Altogether I saw ubout sixty patients under treatment. 
Very little had been done in the way of repair since the 
mob stormed the lazaretto in 1905, so that Dr. Lomelino 
has had to improvise to a-large extent. The kitchen, 
which was quite unserviceable, has been replaced by a 
row of galvanized iron shelters with mili ovens. A 
large wooden shute has been erected from the receiving 
room to the sterilizing room, and down this are sent the 
filthy and highly infective clothes of the admissions. 

The great difficulty has been to induce people to come 
and work in these dangeroussurroundings, and the nursing 
has been almost entirely of the amateur description, so 
that it is immensely to Dr. Lomelino’s credit that he, 
single-handed, has been able so effectually to supervise 
the seventy-odd people who have been at different times 
employed in the lazaretto, that not one has contracted the 

isease. . 

He has had as many as 150 people under his care at one 
time when the epidemic was at its height. 

I have also the pleasure of meeting Dr. Franca, the 
Lisbon Government bacteriologist. He tells me-that he 
has been unable to isolate the vibrio from any of the island 
waterconrses, though two or three wells and stagnant 
tanks have been proved infected. In the great majority 
of cases, however, infection has been proved to be due to 
direct personal contact, such as kissing infected people 
and feeding in infected houses. Fruit, vegetables, and 
flies all seem to have played their part in this outbreak, 
but water supply has occupied a minor part, which pro- 
bably accounts for the fact that in no one district has 
there been an overwhelming number of cases. 

In my opinion the correspondent who said that in the 
principal hotel one was as safe as in London was perfectly 
right. All the English community are boiling even 
washing water, and using boiled water in the ing of 
bread. ‘ Raw fruit and vegetables are carefully avoided, 
and shoes disinfected on coming in from the streets.— 
I am, etc, ; 

Madeira, Jan. 3rd. 
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EXPENSIVE METHODS OF TREATMENT. 
MEDICAL OFFICER asks for the experience of others as to the 
following — with regard to club practice. For over omy 
ears he been officer of the large local branch of a well- 
town benefit society, and has never had the slightest diffi- 
culty with the members. Recently a convalescent from 4& 
sanatorium, and another patient who had been under the care 
of a consultant, reques the officer to continue the injec- 
tions of tuberculin, with which they had been —omnor f 
treated. They had apparently benefited, and he acquiesced, 
but requested them to provide the tuberculin. They now hold 
that he ought to do so, and refer him to the rule by which he 
agrees tosupply “‘ suitable and proper medicine.” ‘‘ Medical 
Officer’ desires help in defining the limit to which he might 
reasonably be expected to go in providing medicines; alsc 
whether serams, antitoxins, etc,, ought to be expected in such 
cases. 


Henry STEVENS. 
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Gnibersities and Colleges. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND. 
A QUARTERLY Council was held on January 12th, 1911, Mr. 
H. T. Butlin, President, in the Chair. 





Examiner. 
Mr. H. J. Waring was appointed Examiner in Surgery in the 
vacancy occasioned by the retirement of Mr. Bruce Clarke. 


Epidiascope. 
The purchase of an epidiascope (Carl Zeiss) was sanctioned 
for the illustration of College lectures. 


Queen Victoria’s Jubilee Institute. 
Mr. Edmund Owen was n«.minated to represent the Coliege on 
the Council of Queen Victoria’s Jubilee Institute for Nurses. 


University of St. Andrews. 

The President was delegated to take part in the celebration 
of the Five Hundredth Anniversary of the Foundation of the 
University of St. Andrews, in answer to a letter from that 
university. 


Lectures for 1911. 

The following are the arrangements for lectures: 

Professor F. W. Edridge-Green, on colour vision and colour 
blindness, on February lst and 3rd. 

Professor W. d’Este Emery, on the immunity reaction in 
relation to surgical diagnosis, on February 6th and 8th. 

Professor B. Moore, on new views on the chemical com- 
position and mode of formation of renal calculi, and the 
metabolism of calcium in gout and allied conditions, on 
February 10th. 

Professor G. Elliot Smith, on the history of mummification, 
a discussion of the nature and historical significance of the 
important mummies and other embalmed bodies, and the 
Egyptian and Nubian eo and pathological speci- 
mens in the College Museum, on February 13th, 15th and 17th. 

Professor Arthur Keith, on the anthropology of ancient British 
races, illustrated by the Museum collection, on February 20th, 
22nd, 24th, and 27th, and March Ist and 3rd. 

Professor K. W. Goadby, on the association of diseases of the 
mouth with rheumatoid arthritis, and certain other forms of 
rheumatism, on March 6th. 

The lectures will be given at 5 o’clock on each day. 

As already announced, the Hunterian Oration will be delivered 
by Mr. Edmund Owen at 4 p.m. on Tuesday, February 14th. 





CONJOINT BOARD IN ENGLAND. 


THE following candidates h i j 
ian g 8 have been approved in the subjects 


First CoLLEGE Part I (Chemistry) and Part Il (Ph sics).—J 
Andrew, *K. L. Bates, *R. N. Bates, J. H. Bayley, *3, Behesni 
lian, J. W. Bouwer, tA. A. Brown, tW. B. Buer, A. Bulleid,*P. H. 
Burton, *A. 8. Carter, +E. 8. Cuthbert, tH.'G. Dresing, D. J. 
Evans, I. Fischer, tJ. Fox-Russell, +C. C. G. Gibson, K. J. M. 
Graham, J. V. Griffith, *H. J. Grimshaw, W. T. Gwynne-Jones, 
+G. Hahr, W.L. A. Harrison, +R. A. Holmes, tL. Horsley, +E. G. 
Howell, *H. B. Hyde, Vv. C. James, W. B. Jepson, *J. R. John, 
N. 8. Koch, C. W. Lakin, H. G. Ludolf, tA. J. V. McDonnell, J. 
McDonnell, W. H. Milligan, H. D. Pickles, D. J. Platts, }W. H. A. 
Pratt, iR. B. Pullin, R. M. Reid, Khan Sahib, *P. Savage, *N. A. 
Scott, *A. D. Stammers, *D. P. Thomas, *J. A. Tippet, *J. Totton, 
tt. Tuke, *W. A. Turner, J. Victory, *H. Whyte, tH. E. P. 


* Passed in Part I only. + Passed in Part II only. 


rst COLLEGE. Part 1II (Elementary Biology).—J. G. Ackland 
P. W. L. Andrew, K. L. Bates, J. W. Bouwer, W. A. Clements, 

0. F. Conoley, H. C. Duggan, J. E. Evans, Moustafa Fahmy, 

I. Fischer, J. D. Fleck, W. T. Gwynne-Jones, A. R. Hacker, G. H. 
Haines, D. V. Halstead, W. O. Hughes, V. OC. James, W. B. 
Jepson, C. W. Lakin, Marie G. G. C. Link, N, H. 8. Maelzer, L. T. 
Montgomery, H. M. Peacock, R. B. Pullin. B. Pyman, N. W. 
pas, 


Rawlings, N. A. Scott, Mian M. Shaffi, W. A. Turner, 
Yonge. 


first ComtEGE, Part IV. (Practical Pharmacy).—R. ©. Briscoe, 
R. Burn, M. Burnett, *P. H. Burton, A. 8. Coalbank, J, 
Coplans, J. H. Cumming, W. Dale, G. A. Ewart, 8. A. Faulkner, 
B. Grellier, H. K. Griffith, J. C. Hallinan, W. P. Harrison, G. A. 
Hooton, E. E. Johnson, F, W. Lawson, V. EB. Lloyd, R. H. Lucas, 
G. O. Maw, H. Millett, G. Nelson, Lily F. Pain, J. L. Perceval, 
H. Platts, C. H. G. Pochin, F. A. Powell, P. W. Ransom, E. G. 
rw tek, peeret. _ re . ee D. oe. A. K. Soutar, 
. OC. W. y,E.J. rer, O. R. Unger, B. T. Verver, W. P. 
Vicary, E. White, A. T. Williams. . 
* Under old regulations. 


SECOND COLLEGE (Anatomy and Physiology).— Ahmed Abdelal, 
F. D. Annesly, E, B. Argles, G. As}inall-Stivala, H. J. Bower, 
H. C. Billings. ©. F. Burton, J. 8. Cocks, L. D. Cohen, G. M. 
Coope, D. C. Cooray, E. D: D. Davies, R: Ellis, E. D. Fountain, 
Vraspillai Gabriel, A. P. Green, H. 8. Groves, H.G ne-Jones, 
Mabammad Z. Hanafy, A. M. Henry, J. Higgins, T. H. Jackson, 
J. W. Kemp, H. D. Lane, D. Lewis. J. Lloyd, D. H. McDonald, 
D. D. Malpas, P, U. Mawer, J. D. Mercer, H. Parker, Mahamar- 
rakhelegy G. Perera, M. G. Pettigrew, A. C. Pickett, W. R. Pryn, 
H. J. Rawson, P. H. Rawson, E. E. Samaraweera, ©, P. C. 
Sargeant, Abd-el K. Selim, Jagannath V. Shirgaokar, C. R. Smith, 
F. L. Spalding, W. A. Stewart, EB. A. Sutton, T. H. Thomas, A. R. 
writes J. A. Watson, J, D. Wilkinson §. A. Wilkinson, L. D. 
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POOR LAW MEDICAL SERVICES, 


MANAGEMENT OF ISOLATION HOSPITALS. 
OvR attention has been directed to the proceedings at a 
coroner’s inquest, a report of which appeared in the Blaydon 
(County of Durham) Courier of December 24th, 1910. is 
inquest was held at the Addison Colliery on the pay ee a female 
child 6 years of age, who had been certified by her medical 
attendant (Dr. Pirrie) as suffering from diphtheria and requiring 
removal to the isolation hospital. The removal of the patient 
was not effected by the isolation hospital staff, as the patient 
when brought under their notice then apps too ill to bear 
the journey and the risks necessarily associated with it. 

It appears from the evidence of the father of the deceased 
child that on Sunday, December 11th, 1910, she became ill with 
a supposed cold, and continued to get worse till the followin 
Thursday, when Dr. Pirrie prescribed medicine for her, an 
early on the following day visited her at her home; he then 
found her to be in a serious condition from diphtheria, 
considered tracheotomy necessary, and urged in writing her 





early removal to the isolation hospital, in order that the opera-~ 


tion he considered necessary might be performed there. This 
written document was sent at once to the medical officer of 
health, Dr. Morrison, and reached him at 11.18a.m. He imme- 
diately telegraphed to the sanitary inspector to visit the case 
and to report thereon; this process appears to have taken up 
more time than might have been expected, but when the 
sanitary inspector arrived at the patient’s house he found her 
in such a serious condition that he hesitated to take steps for 
her removal to the hospital without further instructions. A 
report to this effect was made to Dr. Morrison, which report 
appears to have reached him at 2.45 p.m., and almost at the 
same time a further request for the patient to be removed to 
the hospital arrived. Dr. Morrison then visited the patient 
himself, and after examination formed the opinion that the 
patient was in too dangerous a condition to e the risk of 
removal. The child consequently remained at home, and died 
about 3 o’clock the following morning, no operation having been 
performed. The jury, after much evidence had been given, 
returned a verdict that the deceased died from asphyxia due to 
diphtheria, but this verdict was accompanied by @ rider that 
‘““they wished the Blaydon Council to make different arrange- 
ents in the future.” : e 
Bush are the main facts of this unfortunate case which, w 
are inclined to think, has been made rather too much of, and 
discussed at unnecessary length. The coroner was, of course, 
quite right in telling the jury that there was only one doubtful 
point they had to decide—namely, whether blame attached to 
any one in consequence of the deceased child not having been 
removed to the isolation hospital—a very difficult, if not impos- 
sible, question for the jury to decide, since Dr. Pirrie, the 
private medical attendant of the patient, was strong for the , 
removal, and Dr. Morrison held an equally strong opinion 
against removal; both agreed that the case was one of most 
critical character, and it would be indeed wonderful if in such 
cases some difference of opinion did not sometimes arise. We 
notice in the report of the case that the term ‘ blundering”’ 
was used to express a fault which some one had been guilty of, 
but we fail to see that any real blunder in the matter was 
proved by the evidence to have occurred, nor do we think it 
uite fair to the sanitary inspector that he should have been 
Tescrieed as being ‘‘frightened’’ by the blue appearance of 
the child when he visited it. This appearance had the effect 
of putting him on his guard, but for him to be apeken of 
as being ‘frightened’? seems to be a misuse of words. The 
court would appear to have forgotten the fact that when isola- 
tion hospitals were established the main object for bring- 
ing them into existence was not to provide special operative or 
other treatment for patients after admission, but for the pur- 
pose of isolating patients with infectious diseases away from 
their own homes, and so preventing the spread of such infec- 
tious diseases; when suitable patients are removed with this 
object in view a few hours’ delay in the process can hardly be 
correctly regarded as of vital importance. No doubt efficient 
treatment after moments to these special hospitals is the next 
hing to be provided there. 
: It Be aa at the inquest that in the past the officials of 
the Blaydon Isolation Hospital had endeavoured to frame yo 
lations for the admission of patients which would meet the 
requirements of the day. and we sincerely hope the verdict of 
the jury and the rider following it will bear.some good fruit in 
this direction. We are pleased to see that no one one in 
the case was in any way censured by the verdict ; it would have 
been hard indeed if such had been the case. The jury evidently 
considered that all so engaged had endeavoured to perform 
their respective duties under difficulties. 
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RAG FLOCK AND BEDDING. 
A DEPUTATION representing the rag flock trade waited on 
Mr. John Burns at the Local Government Board oh January | 
12th to urge that any regulation or legislation contemplated for 
governing the manufacture of-rag flock for use in the bedding, ' 
mattress, furnishing, and upholstering trades should compel. 
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efficient steam sterilization of the raw material. It was 
insisted that disease germs could not be removed by washing 
alone, and if a chemical standard were permitted a sense of 
security would be implied that had no existence in fact. 

Mr. Burns, in replying, said that since he had received the 
deputation on this subject in June last he had himself visited 
several works where rag flock was manufactured, and had seen 
material converted into flock which no amount of sterilization 
could possibly have rendered innocuous. On the other hand, 
he was of opinion that washing would probably have removed 
nine-tenths of the objectionable elements. It was the business 
of his department, in the interests of public health, to ensure 
a supply of clean and wholesome bedding. It was clear that 
the trade were not unanimous on this matter; one section were 
in favour of washing, and the other of sterilization, and he 
advised both sections to come to some agreement as to what, 
from their point of view, would be practicable, and would, at 
the same time, meet all the requirements. 





ASSOCIATION OF MEDICAL OFFICERS OF HEALTH. 
A COUNCIL meeting of the Association of Medical Officers of 
Health was held at the Holborn Restaurant on January 13th, 
with Dr. Crookshank in the chair. There was a good 
attendance. 

Mr. D. A. Belilios (the secretary) read replies to the letter of 
the association to societies and associations which represent the 
various interests of practitioners who hold public appointments 
under central and local authorities. The council noted with 
satisfaction that at least four other associations would be repre- 
sented at the meeting proposed to be held in London on 
Thursday, March 23rd, to discuss methods by which some joint 
action could be organized. 

The couneil discussed the Order of the Local Government 
Board, 1910, relative to medical officers of health and sanitary 
inspectors and the following resolution was unanimously 
carried : 

We welcome the measure of security of tenure tio the medical officers 
of health by the Order, and recognize with satisfaction that the 
Board does not differentiate therein with respect to conditions of 
tenure between whole and part time medical officers of health, but 
regret the Board has not so far seen its way to assimilate the 
security of tenure of medical officers of health to that enjoyed by 
Poor Law medical officers, and to make provision for superannua- 
tion in suitable cases. 

The council also discussed the accompanying memorandum, 

and it was resolved : 

That this council notes with extreme regret that the Local Govern- 
ment Board specially express an opinion that in the case of medical 
officers of health engaging in private practice, their private 
interests are apt to conflict with their public duties. For, even if 
this opinion be .correct, it is obvious that any argument deducible 
therefrom applies with even greater force to medical officers of 
health who are entirely dependent upon their official salaries. 





MILK FAT AND THE HOURS OF MILKING. 

On January 16th Sheriff-Substitute Orr, in the Edinburgh 
Sheriff’s Court, gave a decision of no small importance to the 
public, as well as todairy-keepers. Sheriff Orr said this was a 
complaint brought by the Public Prosecutor in respect of an 
alleged contravention of Section 6 of the Sale of Food and 
Drugs Act, 1875. The offence alleged was that the respondent, 
being under contract to sell and deliver daily a quantity of 
sweet milk to a certain retailer of milk, and a sample of said 
milk having been taken on June 17th, 1910, as it was being 
delivered by respondent’s servant, it was found not to be genuine 
sweet milk, but milk which contained less than 3 per cent. of 
milk fat. In other words, it was a that the respondent, 
being asked for and professing to sell sweet milk, sold, in the 
language of Section 6, an article which was not quite of the 
nature, substance, and quality of the article demanded by the 
purchaser. The sample when analysed showed 2.32 per cent. of 
milk fat. The statutory regulations framed by the Board of 
Agriculture provided that where a sample of milk (not being 
milk sold as skimmed, separated, or condensed milk) contained 
dess than 3 per cent. of milk fat it should be presumed for the 
purposes of the Act, until the contrary was proved, that the 
milk was not genuine by reason of the abstraction there- 
from of milk fat, or the addition thereto of water. In the 
Present case, however, the prosecutor did not allege that the 
milk was adulterated either by the abstraction of milk fat or 
by the addition of water; on the contrary, he admitted that 
nothing was done to the milk, but he said that it was not 
genuine sweet milk within the meaning of the Act and of the 
regulations. Now, the phrase “sweet milk” or “ genuine 
sweet milk” which appeared in the complaint did not occur 
in the Act. What was meant was that the article here supplied 
was not what the purchaser — or was entitled to expect 
when he asked for ‘‘sweet milk.” The milk supplied was 
strikingly deficient in milk fat, but that alone did not prove 
the prosecutor’s case. The regulations did not set up any 
Standard; they merely said that if a sample contained less 

an 3 per cent., it lay on the respondent to prove—which 
meant that it was open to him to prove — that the milk 
was nevertheless genuine. The abnormal condition of the 
milk might be due to the abnormal and improper way in 
which the cows had been treated or fed. Sheriff Orr 
found no suggestion in the evidence that the respondent’s 
cows were ill. On the contrary, they were shorthorns 
of a good quality, for which an average market price 
had been paid, and they were in good condition at the 
time. They were kept in good byres, and their feeding 
Was good and satisfactory. The prosecutor placed stress upon 





the number of milkings as explaining, or going a long way to 
explain, the deficiency in milk fat. Thee — Fy matter 
which, perhaps more any other, had invested the present 
case with an aspect of general importance to the dairy trade 
in the Edinburgh district, and probably beyond it. That arose 
from the fact that the system of milking followed by the 
respondent was the same as that followed by the. other 
members of the trade in the district in question, and a 
decision in the present case adverse to the respondent on 
that - prowee ner? have serious effects far beyond the indi- 
vidual concerned. His hours of milking were 3 a.m., then 
8.30 a.m., and then 2 p.m. That left an interval of thirteen 
hours between the afternoon and the morning milkings. 
Practically the whole trouble, from the point of view of the 
authorities, was with the mo milk; prosecutions were 
scarcely known in connexion with forenoon or afternoon 
milk. Two samples of ndent’s forenoon milk were 
analysed in February and March, 1910, and these showed 
the milk fat at 4.00 and 4.30 respectively. He found 
nothing in the evidence to show that the system of 
milking as conducted by the respondent was an abnormal 
treatment of. his cows or brought them into an abnormal 
condition in any respect, or 6 it explained the excep- 
tional and abnormal deficiency in milk fat on the occasion 
libelled. The prosecutor, however, maintained that the 
respondent did not do his duty to the public, and did not 
sufficiently comme? with the statute, even although he supplied 
milk as it actually came from cows kept in a healthy condition 
and well fed, and followed in the conduct of his trade the system 
of milking customary in the district, if the result be, as it was 
here, that he was supplying milk so poor as to contain only 
2.32 per cent. of milk fat. He maintained thatthe respondent, 
with the regulations before his eyes indicating 3 per cent. as the 
normal standard, must make further efforts to reach that 
standard. He maintained that if the respondent could not 
attain the 3 per cent. standard by his present system of milking 
it was his duty to change his system, as by adopting the twice 
a day system at equal, or nearly equal, intervals; that, if neces- 
sary, it was his duty to ee records of the milk of each cow 
and also of his herd, with the age of cows and date of calving, 
so that by grading his herd according to the period of lacta- 
tion the weaker milk of one cow might be counteracted 
by the richer milk of another, and the 3 per cent. standard 
maintained. The respondent ought to have samples of milk 
analysed at reasonably frequent intervals. The Edinburgh 
public demanded milk three times a day, and to milk only 
twice a day would be to blot them out of the business. The 
Sheriff-Substitute confessed he had very considerable sym- 
pathy with the prosecutor’s view. A great deal more vigilance 
might be exercised in grading his herd a napey hy the period 
of lactation, and in ascertaining the quality of the milk of the 
herd, and even of individual cows. He thought that if dairy 
keepers had a little more scientific knowledge there might be 
improvements in their method. Toa great extent technical 
education had not yet reached the dairy trade. It was possible 
enlightened self-interest might ere long supply the needed spur. 
Dairy-keepers who were content with the traditional methods 
no longer had the field to themselves. Milk-supply companies 
were entering into competition, and apparently carrying off a 
considerable part of the trade. They were fully alive to the 
necessity of keeping up to the 3 per cent. standard; they 
refused to buy milk that fell below it; and they had their 
milk systematically analysed. While he ny the facts 
brought to light would serve a useful purpose, he thought it 
had not been proved that a contravention of the statute had in 
this case been committed. 2 : 
Two other cases hanging on this decision were withdrawn. 


Medical Helos. 


Mr. A. HARDEN, F.R.S., head of the Biochemical 
Department of the Lister Institute, will give a course 
of six lectures on milk, followed by practical work, at 
the South-Western Polytechnic Institute, Chelsea, on 
Thursday evenings, at 7.30, beginning on February 2nd. 

THE first of a course of lectures arranged by the Child 
Study Society of London will be given at 90, Buckingham 
Palace Road, §.W., on Jan 26th, by Mrs. Scharlieb, 
M.D., M.S8., the subject being recreation activities of girls 
during adolescence. 

A NEW society for the study of skin diseases, called the 
London Dermatological Society, has lately been formed. 
The following have been elected officers for the ensuing 
year: President, Dr. Phineas 8S. Abraham; Hon. Treasurer, 
Dr. William Griffith; Hon. Secretaries, Dr. G. Norman 
Meachen and Dr. David Walsh. 

AT the conference on January 10th, when the Chancellor 
of the Exchequer received a deputation representing the 
deposit friendly societies (BRITISH MEDICAL JOURNAL, 
January 14th, p. 101), the Holloway friendly societies were 
represented by Mr. H. G. King and Mr. Walter H. Madge. 
Mr. T. Barnes, Grand Master of the Independent Order of 
Oddfellows (Manchester Unity), who was a member of 
the deputation, was incorrectly described as Grand Master 











- of the Ancient Order of Foresters. 
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THE LUNACY ACT, 1890. 
‘*In GOOD FAITH AND WITH REASONABLE CaRE.” 

TE judgement pechounees by the Court of Appeal. consisting 
of Lord Justice Fletcher Moulton and Lord Justice Buckley, in 
the case of Griffiths v. Griffiths, on Thursday, January 12th, is 
one of considerable importance, owing especially to the clear 
statement made by Lord Justice Fletcher Moulton. The case 
was one in which Dr. W. L. Griffiths sued his father, Dr. T. D. 
Griffiths, in respect of the preeentation of a petition in lunacy 
supported by the requisite medical certificates. The appeal was 
from the judgement of Mr. Justice Lush, sitting as the Judge 
in Chambers, refusing to stay the action as against Dr. T. D. 
Griffiths, the father. The facts of the case and the terms of the 
section of the Act by which the matter was governed appear 
sufficiently from the judgement. 





Judgement. 

Lord Justice Fletcher Moulton: In deciding the question 
before the court the most important thing in tne first place is 
to get a clear idea of the question we have to decide. It is 
common ground that it matters not whether the plaintiff was or 
was not insane at the time he was sent to the asylum, bat it is 
suggested that what we have to decide is whether or not there 
would have been'a case to leave to the jury if there had been 
a trial, and the evidence which had been given at that trial was 
that which we have before us in the affidavits. In my opinion 
the learned judge at chambers practically acted on that 
view, and I think that that view is erroneous. Section 330 
of the Act commences by an enactment which, on the best 
construction I think can be given to its Janguage, makes it a 
defence to persons who have signed or carried out or done any 
act “‘ with a view to siga or carry out anorder purporting tobe a 
reception order, or any report or certificate purporting to be a 
report or certificate under this Act, or does anything in pur- 
suance of this Act, shall not be liable to any civil or criminal 
proceedings whether on the ground of want of jurisdiction or on 
avy other ground if such person has acted in good faith and with 
reasonable care.”” That provision was obviously to protect 
persons who were doing the very thankless task of taking steps 
to put persons, whom they thought would be a danger to them- 
selves and to the public, under proper restraint. It is always & 
very disagreeable thing todo. It is a thing so obvious in proper 
cases for the benefit of the public and for the benefit of the 
patient himself that it becomes a aoe | to do it in proper cases, 
and this Act was deliberately passed by the Legislature to 
protect persons who, acting under such a sense of duty, had to 
take the necessary steps required by law. The Legislature, 
very properly to my mind, realized, although they had made it 
a defence if the person had acted in good faith and with reagon- 
able care, that that would not be adequate to prevent them 
being persecuted by legal proceedings which might be very 
costly and very trying, and that it would be a very insufficient 
protection if all that the Act provided for was success in an 
action brought against them, or in criminal proceedings brought 
against them. et aye 4 it gave to the court not only a 
power, but, to my mind, a duty to entertain a summary appli- 
cation asking that the proceedings should be stayed, and that 
the persons attacked should not be obliged to go through the 
whole course of an action up to trial. Then the section says 
this: ‘‘Such proceedings may, upon summary application to 
the High Court or judge thereof, be stayed upon such terms as 
to costs and otherwise as the court or judge may think fit, if the 
court or judge is satisfied that there is no reasonable ground for 
alleging want of good faith or reasonable care.” 

This is an application under those provisions, and if we are 
satisfied that there is no reasonable ground for alleging want of 
gece faith or reasonable care, we may, and I think that meaus 
n all the circumstances that we ought, to stay the proceedings. 
This being a summary application, it.is quite obvious the 
evidence must be broaght before us in a different way to that 
in which evidence is brought before a court where there is a 
trial by judge and jary. It almost necessarily has to be brought 
before the court by affidavits upon which there may or may not 
be cross-examination, but it is clear that the Act contemplates 
we should decide whether or not we are satisfied that there is 
no reasonable ground for alleging want of good faith or reason- 
able care upon evidence brought before us in the way in which 
evidence in summary proceedings usually is brought before the 
court. Therefore it is not forus to say that because this is a 
case which could not be withdrawn from the jury, therefore we 
will not act; we have to take this evidence put "Lelees us a8 & 
tribunal appointed to decide this issue, and if the evidence is 
sufficient to satisfy us, we must decide it. 

Now, I do not conceive for myself that the whole of the 
evidence before us can be the truth. No doubt a court which 
has to decide affidavit evidence in which there is a conflict of 
evidence is often put into & position of difficulty, but that is not 
sufficient, to my mind, to justify us in saying that we will not 
examine the evidence and see whether there is sufficient to 
satisfy uson this issue. Although I do not pretend to be able to 
reconcile all the evidence, and a cs Tam not going to state 
with regard to particular witnesses whether or not I accept or 
do not accept their evidence, I think there is abundance of 
evidence here to justify the court in coming to the conclusion 


oa there is no reasonable ground for alleging want of good 


th or reasonable care. 





In the first instance, let us consider what is common ground 
between the parties. I think, in the first instance, it is common 
ground between the parties that the plaintiff had at various 
times in his life been addicted to the cocaine habit to an extent 
which made him at times not responsible for his actions. I 
think that the proper conclusion to be drawn from it is that at 
times he behaved in a way which was not compatible with 
sanity, and that it reduced him toa condition in which he was a 
danger to himself, and might well be a danger to other persons 
I have no doubt. It is also common ground that the acute 
symptoms which follow from an indulgence ‘in cocaine are 
temporary in theircharacter, that they may passaway, and that 
there may be an interval of comparative self-control, but that 
comparative self-control does not in any way indicate that the 
influence of the habit has passed away, or that because a man 
has self-control he will be able to prevent himself from indulging 
in cocaine to such an extent that the fits come back. Now 
that is common ground between the parties, and I think we 
can go, without going into controversial matters, much further. 
I confess I attach very considerable weight to what is said 
in an affidavit of a medical man put in by the plaintiff 
himself. I refer to the third paragraph of Dr. Stoddart’s 
affidavit, in which he says he saw the plaintiff in 
November, 1910. Then he says: “The said William 
Layard Griffiths informed me that from August, 1909, to 
February, 1910, he had been in the habit of using cocaine. 
He also told me that he bad used cocaine on previous 
occasions.’’ Now, I conclude from that, and it seems to me 
also to be common ater between the parties, that from and 
after the time wee aintiff was putin the asylum he ceased to 
use cocaine; at all events, there is no evidence that he used 
cocaine after, and therefore I am not surprised to find, con- 
sidering his age, that he is found to be in good health in 
November. But here is anadmission by him that from August, 
1909, to February. 1910, he was in the habit of using it, which 
exactly fits in with the evidence of the father with regard to his 
behaviour. Next, I find no reason for doubting that the entries 
made in the books of the asylum were otherwise than bona fide 
—both sides seem to refer to them—and I am quite satisfied 
that [am doing right in attaching weight to them. What do 
I find there? I fiad that the day after he was brought there 
the entry is this: ‘‘Had a quiet time and slept well, was 
drowsy soon after admission, and slept on the sofa_most 
of the evening, said he had disagreeable nightmare during 
the night and saw all kinds of things. He admits to 
having taken over 40 grains of cocaine in twenty-four hours.” 
So that it is clear he took very large doses immediately before 
he was brought to the asylum. Now the next thing which im- 
presses me in the matter which is not in controversy is the 
evidence of Dr. Brook with regard to the interview which he 
had when he went to the plaintiff's bedroom. He and the 
father had come to see the plaintiff and found that the plaintiff 
was upstairs in bed. The father remained downstairs, and Dr. 
Brook went upstairs, and he describes the man lying with his 
face to the wall. He spoke to him about his habit. The 
language was extremely forcible. He urged him to make an 
attempt to consent to be put in an inebriates’ home or in a 
nursing asylum in order that he might receive proper treatment 
against the drag. Getting no reply he asked the plaintiff what 
he was going todo. He said, ‘‘I am going to lie here until I 
have energy enough to get up and buy some more cocaine.” 
Now here is a man, a medical man, to whom a friend had come 
to remonstrate with him as to the danger of over-indulgence in. 
this drug. The answer he gets is that which I have stated 
and that is admitted, practically admitted, by the plaintiff, 
and all he ssid was he did it out of petulance. In my opinion, 
weighing all these things, I cannot help coming to the 
conclusion that the man indulged to a dangerous extent 
in this drug and at the time he was in a state in which 
at any moment he might be a danger to himself and a 
danger to others, and he had no self-control to prevent 
himself from continuing the practice. Starting with that, 
if I may say so, as the atmosphere through which we 
must look at the statements in the affidavits, I turn to the 
father’s account, aud I ask myself, not only what does he say, 
but what do the affidavits show his behaviour was in relation to 
his son during the long period when the son indulged in this 
habit of taking cocaine? I cannot help thinking that to my 
mind it is preposterous to say that in the ordinary sense of the 
word there is the slightest reasonable ground, orany reasonable 
ground, for suggesting bad faith on the part of the father. It 
appears to me that for a course of years he had been borne down 
with anxiety in regard to his son’s conduct, and full of fears as. 
to his safety, aud as to the safety of those around him, by 
reason of his determined indulgence in this drug. Well, itis. 

uite true that mere want of good faith in the ordinary sense of 
the word, perhaps, does not coincide with the legalissue of want 
of good faith. It is possible you may act, although with the best 
of intentions, in a way in which legalJy you would be held to 
be guilty of want of good faith, but I will not enter into that 
question, because, when I come to the time fer back when the 
father acted, I can see nothiog but anxiety with regard to his 
son, leading him to act in the way in which, as a medical man 
of great experience, he thought he was bound to act. In this. 
respect I find that he had the opinion of four medical men, all 
of whom knew the plaintiff well, and all of whom say that they 
were prepared to certify him as an insane man at the time. 
Two of them actually did certify him, and two were, petiecky 
ready to certify him, only they thought as the person to be put. 
in the asylum was a medical man perhaps they were rather 
more cautious, and, as they were certifying that one of their 
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own profession was unfit to be at liberty, they thought there 
ought to be four certificates. The father thought it was not 
wise to depart from the statutory obligation of two, but they 
were all pre todo this. The matters which led them to 
that conclusion appear in the affidavits. I cannot help thinking 
that they were adeguate, but, whether they were adequate or 
not, I am perfectly satisfied that all those four medical men, 
thinking carefully of it, came to the conclusion that with their 
knowledge and skill it was a case in which — could certify 
the person asinsane. The father had a more intimate know- 
Jedge of his son’s state, probably, than they had, but the 
evidence convinces me that the more intimate his knowledge 
the more hopeless he must have felt the case and the more 
dangerous, because he must have known all that had happened 
in the past in South Africa, and he had bad the experience of 
what had happened very shortly before when his son came 
home. 

I must say that in this case, coming to the conclusion as I do 
that the son almost confessedly had during this — habitually 
indulged in cocaine, I think we are bound to e the father’s 
account of what passed in the interview when his son came to 
his house in preference to what the son says, because it is well 
known that indulgence in cocaine leads both to hallucinations 
and to inaccuracy. 

Under these circumstances I come to the conclusion that 
{am satisfied that there is no reasonable ground for alleging 
«want of good faith.or reasonable care in the father in presenting 
this petition, and I think we should be shirking the duty which 
is put upon us by the statute if we were to hesitate to allow 
this appeal to stay the proceedings in this action. 

Lord Justice Buckley: 1 agree with all that has been said by 
dhe Lord Justice. 

The cardinal fact in this case is not in any way in dispute 
between the ies—I mean the fact that the plaintiff had for 
many years been addicted to the cocaine habit; that he had 
taken large and excessive doses of cocaine, and I think that the 
effect of the evidence is that such an indulgence in that habit is 
one which leads to insanity, short no doubt in its duration, but 
a state of things under which for a time a man is not respon- 
sible for his actions, and he may well be a danger to himself 
and others. Now the issue which we have to try is not whether 
on February 10th the plaintiff was in that condition or not; the 
question we have to try is whether this defendant—this father— 
was acting upon the footing that he was in that condition not 
responsible for his actions. We are satisfied that there is no 
reasonable ground for alleging want of good faith or reasonable 
ore. 

I am not going to travel through the facts again. I am 
abundantly satisfied by the evidence in the case that the action 
of the father was taken in perfectly good faith. This evidently 
has been a matter of great family trouble for a great number 
of gpa The question what was to be done with this unfortu- 
nate man and the habit which he had acquired was no doubt 
one of great anxiety to his father. Under these circumstances 
he put himself into communication with medical gentlemen, 
who signed a certificate, with the result that the plaintiff was 
removed to the asylum. Iam satisfied that there. is no reason- 
able ground for alleging want of good faith or reasonable care 
on his part. Thatis the only issue which we have to try, and 
arriving at that conclusion, I think, differing in that matter 
from the learned judge below, this appeal must be allowed. 

Tam not even sure that the learned judge put the proper 
question to himself. At the beginning of his judgement he 
made it rather a question of the investigation of sanity or 
insanity. Ido not think he meant to rest upon that. He said 
that only disposed of that question, and then he went on to deal 
with the other. What he said was, ‘‘It is a question whether 
I ought to be satisfied that there is reasonable ground that the 
defendant was acting with due care.” He has stated it rather 
the wrong way round. The question is whether we are satisfied 
there is no reasonable ground for alleging want of good faith. 
Well, I think there is no reasonable groand, and I think the 
appeal must be allowed. 

Mr. Neilson: The appeal will be allowed and the action 
etayed as against the defendant Griffiths, and the costs, I 
Submit, will be paid here and below by the plaintiff. 

Lord Justice Fletcher Moulton: Yes. 

Mr. Neilson: If your lordship pleases. 





ALLEGED NEGLIGENCE OF A SURGEON. 

Abbott and Wife v. Ryall. 
ais action, the hearing of which was commenced before Mr. 
Justice Phillimore and a special jury on January llth and 
concluded on January 14th, involved a claim by Mr. George 
Nelson Abbott and his wife to recover damages from Mr. 
Charles Ryall, F.R.C.8., for alleged negligence in the per- 
formance of an operation. The defendant denied that he had 
been guilty of negligence or that the plaintiffs had sustained 
any damage. 

Mr. F, E. Smith, K.C., and Mr. Rose-Innes appeared for the 
plaintiffs; Mr. Hame Williams, K.C , and Mr. Hugh Fraser 
(instructed by Mr. W. E. Hempson, Solicitor to the Medical 
Defence Union) for the defendant. 

In opening the case, Mr. F. E. Smith said that in October, 
1908, Mrs. Abbott became ill and consulted Dr. Dickson. Her 
case was taken up by his tner, Dr. Fairweather, who on 
October 26th diagnosed a fibroid tumour, and recommended 
that the opinion of a specialist should be taken. The defendant 








having been consulted, Mrs. Abbott decided to undergo an 
operation, which was performed on November 5th. There were 
present at the operation two doctors, two nurses, and the 
defendant. The operation, which took about two hours, 
was not an easy one. A few days after it took place Mrs. 
Abbott experienced bad 8, Which her own doctor 
attributed to flatulence. rom that time, counsel said, 
down to March, 1909, she frequently suffered great pain. 
At Christmas she went to Monaco with her husband, and in 
March she returned to London. A lump then ap on her 
right side, and Dr. Dickson advised her again to queibe defendant. 
She could not ey ty appointment owing to prostration from 
oe She went to live at Hunter Street, and called in Dr. 

*Donnell, who surmised that there must be some foreign sub- 
stance in her body, and he administered a dose of olive oil. On 
Ootober 13th the plaintiff geaeee a large swab, which was quite 
hard and stiff. at swab must have been left in her body at 
the time of the operation. Mr. Abbott went to see the defendant 
on October 14th, and showed him the swab. On October 15th 
the defendant went to see the lady. who asked him who was 
responsible. The defendant said, ‘‘ That is what I want to find 
out. Nosuch swab as that was ever used by me.” The next 
day he returned, and said that no such swab had been left by 
him, and must have been left there at a previous operation. 
Within a few days the defendant began to take up the position 
that he had inserted the swab intentionally, and that he knew 
it was there. On October 17th a letter was written by Mr. 
Abbott to the defendant, but no satisfactory reply was obtained, 
and the defendant refused to have a personal interview. The 
plaintiff’s solicitors then wrote asking for an explanation, and a 
reply came from the Medical Defence Union, stating that the 
swab was not removed at the time of the operation, as to have 
removed it would have endangered tke life of the patient; and 
the defendant at last admitted by his answers to interrogatories 
that he intentionally left the swab in the body to prevent intes- 
tinal leakage. The learned counsel submitted that there was 
no surgeon who would have sewn a swab of that size in the 
body of a patient without leaving a vent. None of those who 
were present at the operation knew that the swab was there. 

Mrs. Abbott, the plaintiff, was called, and gave evidence in 
support of counsel’s My ge statement. 

ross-examined : After the operation she bad an enema with 
turpentine. When she went to the South of France she was 
not feeling the pain in her side. Between the time she went to 
Monte Carlo and April she had no occasion to see a doctor. She 
pa a make any arrangements to see the defendant tiil 
ictober. 

Mr. George Nelson Abbott, called, said that the defendant 
never told him that a swab had been left inside his wife. He 
telegraphed to the defendant that his wife was so seriously ill 
that she could not keep the appointment. 

Cross-examined by Mr. Hume Williams: It was wrong to 
suggest that he prevented Dr. Dickson making an seeeaease 
with the defendant between June and September, 1909. 

Mr. Russell Howard, F.R.C.S., etc., examined, said he had 
performed a large number of abdominal operations. He had 
never left a swab which could not be removed within twenty- 
four hours. He had never heard of a swab being left in the 
manner described. From a description of the operation, it was 
a very serious one. Ina serious operation with complications a 
surgeon might be justified in leaving a swab in the intestine. 
This was a case in which it might have been done. Thesurgeon 
would expect that it would be Seago naturally in two or three 
days. It was the duty of the surgeon to tell the medical 
attendant in charge and the nurses. 

Mr. Justice Phillimore: Suppose it was not passed, would it 
be serious to leave it thers ?— Yes, it would. 

Examination continued: He thought it was an unwise thing 
to order anenema within forty-eight hours of theoperation. The 
lump was caused by the swab obstructing the intestine. It 
was the surgeon’s du te ascertain when the swab passed. It 
would be the duty of the attendants to watch for it. 

Cross-examined by Mr. Hume Williams: Mr. Ryall was a 
surgeon of eminence. Insucha case it was difficult to diagnose 
what was wrong until the abdomen was opened. The opera- 
tion on Mrs. Abbott was very severe. If an operation lasted 
two hours, it involved a terrible strain on the patient. The 
tumours had to be cut from the intestine. There was a tear, 
which was an accident which not infrequently happened. If 
the tear was 4 in. long, it was a proper thing to pack up the 
intestine with a swab. The surgeon would put it inside with 
the tape outside to call his attention to the fact that the swab 
was there and enable him to pull it out. It was unusual to 
leave the swab in the bowel with the suture over it, but the 
surgeon might find it necessary to doit. He himself had never 
done it, but he would greatly respect Mr. Ryall’s opinion on the 
matter. In the ordinary course, a swab left in the bowel would 
be evacuated: it should have passed in two or three days. 
As it was not passed within that time, some accident must 
have ra mo It may have been caught in a stitch of the 
suture. It was an accident which might happen after the most 
skilful operation. 

Mr. Justice Phillimore: That reflects back, does it not? It 
may be an element in considering the propriety of leaving a 
swab in that it may be caught in a stitch. 

—- witness said he never heard of vs buttons 
being used for repairing a tear. They were used for other 
san penne and were becoming obsolete. One of the reasons why 
hey were given up was that they remained too long in the 
bowel. The practice now was to suture the ends together. 
Violent coughing might possibly have displaced the swab. - 
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Mr. Hume Williams: Assuming that you had left the swab in 
the intestine, and that it remained too long, and was causing 
n, what would you have done?—I would have examined the 
wel with an electric lamp, and could then have pulled the 
swab out with a forceps. OrI mighthave introduced the hand 
into the bowel. tg 

In re-examination, witness said he had dealt with a tear 
longer than 4 in. without using a swab. He had never heard of 
a swab being left in ina case of this kind. There was, in his 
view, considerable risk of at least one stitch passing through 
the swab. The sigmoidoscope was used for searching for 
obstructions in the bowel. 

By Mr. Justice Phillimore: Witness 
Ryall left.a swab in the manner describe 
without a tape. ' 

Dr. Robinson Simpson Dickson said that the plaintiff first 
became his patient on October lst, 1908. He took the view that 
she was eufiering from tumour pressing on the bowel. He did 
not see her again until the operation, when he acted as anaes- 
thetist. He could not see what was being done. After the 
operation his partner took princi charge of the case. The 
defendant never. told him anything about a swab being left 
in the patient’s body. Soon afterwards the plaintiff ey ORE 
of flatulence. When she consulted him in April, 1909, he 
thought that a lump which had formed in the bowel was due to 
irritation caused by an undissolved stitch. He treated her for 


resumed that if Mr. 
he would leave it in 


dyspepsia. She never complained to him of severe pain. He 
never suspected the presence of_a foreign body, but in June he 
wrote to the defendant saying that Mrs. Abbott was complain- 


ing ofa.lump. An appointment was made to see the defendant. 
Su uently witness told Mrs. Abbott to go and see the 
defendant as he thought she was well enough to go. 

In cross-examination, witness said that two hours was a long 
time for an operation. Mrs. Abbott was more highly strung 
than phlegmatic. He had known cases in which, after an 
operation of this kind, an undissolved stitch would cause a 
ny He never saw the plaintiff when she was in great agony, 
nor did she ever s to him in that sense herself. 

Mr. Justice Phillimore: Were you not surprised to hear that 
a swab had been left in?—No, I was not in charge of the case, 
nor was I surprised that I did not hear about it. 

Now that you hear that it was left in, do you or do you not 
think it accounted for the lady’s sufferings ?—No, my lord. 

Dr. Fairweather, in giving evidence, said that Mrs. Abbott 
was first his patient. He attended at the operation and acted 
more or less asa dresser. He did not see all that was done. In 
cross-examination, witness said it was the worst operation he 
ever saw. The abdomen was in such a state that it was a 
wonder she ever left the table. He was in frequent telephonic 
communication with Mr. Ryall after the operation. Asa matter 
of fact the plaintiff made a marvellous recovery, and until she 
went to Monte Carlo she was suffering from nothing which 
would not result from such an operation. In his view Mr. Ryall 
was bound to leave the swab in the bowel. In re-examination, 
witness said that he did not hear of the swab being left in at the 
time of the operation. It would be unusual for the swab to 
remain in for more than three days. 

Dr. James O’Donnell said that Mrs. Abbott called to see him 
in October, 1909, and complained of some obstruction inside. 
He prescribed olive oil, and told. her to watch the stools in order 
to see if anything came away. A few days later the swab came 
away. It looked like two sausages rolled one on the other, and 
was neither very hard nor very soft. Witness then advised 
Mrs. Abbott to see the defendant. Mrs. Abbott had had better 
health since passing the swab, but she had occasionally suffered 
from abdominal pains, for which he attended her. 

Cross-examined, witness said that after she passed the swab 

he found a lump on the right side. He made no complete 
diagnosis, but thought there was distension of the bowel due to 
constipation. That might well occur in the case of a person 
who had undergone an operation such as that which had 1 been 
described. The olive oil which he prescribed was to get rid of 
the obstruction and also Sena. A few months ago, in 
the summer of 1910, he was sent for by Mrs. Abbott, when he 
had to inject morphine to relieve pain. He gave her no 
morphine before the evacuation of the swab. In the circum- 
stances he thought there was nothing else for the operator to 
do but to leave in the swab. 
a In re-examination, he said he had never before heard of a 
swab being left in. When the lady suffered such pain that he 
had to inject morphine, he diagnosed stone in the kidney, but 
he never heard she had passed a stone. 

This concluded the plaintiff’s case. By the leave of the court, 
and with Mr. F. E. Smith’s consent, 

Sir Alfred Fripp, C.B., K.C.V.0., F.R.C.S., etc., Surgeon to 
Guy’s Hospital, was called and examined by Mr. Hume Williams 
before the defendant’s case was opened. itness said that he 
had been made aware of the nature of the operation. He had 
read the account given by the defendant in his answer to inter- 
rogatories. The following is a copy of the defendant’s answer : 
‘*On opening the abdomen in the course of the operation I 
found dense adhesions and the intestines and other internal 
organs were matted together so that, instead of being able to 
push the intestines and other internal organs out of the way in 
order to lay bare and remove the disea: parts, the intestines 
had actually to be peeled off the diseased parts. During this 

rocess a small and then a larger tear were unavoidably made 
in the large or lower intestine. These tears were quite un- 
avoidable in consequence of the bowels being matted and ad- 
hering to one another and the diseased parts. The small tear 
took place first and was immediately closed by suture of linen 


She 








thread to prevent | e. It was imperatively necessary in 
the interest of the patient’s life that means should be taken to 
prevent faecal matter escaping into the abdomen through the 
—— caused by the larger tear which could not be closed for 

is purpose 7 orceps. I was therefore obliged to put in a 
aera. This plug was inserted for the express purpose in- 

icated, and after the operation the tear was sutured with linen 
thread. A further complication was then discovered, namely, 
ares appendicitis, the appendix being tightly adherent 
to the diseased 8, 80 that the appendix had then to be re- 
moved. On further proceeding both ovaries were found to be 
the site of dermoid tumours, and both the Fallopian tubes the 
site of pyosalpinx. All these diseased organs consequently had 
to be and were removed as well as the womb containing fibroid 
tumours. The larger tear in the intestine was then examined, 
and it proved to be very ragged and the surrounding tissues 
somewhat friable. This tear had to be closed by suture, but if 
the gauze plug had been removed during the suturing leakage 
of the intestinal contents was likely to take place, and this was 
a risk possibly fatal to the patient which I had to avoid in such 
an 0 tion. I therefore deemed it far safer to leave the plug 
within the intestine and suture the rent over it. The suturing 
was then completed, and I intentionally allowed the plug to 
remain where I had placed it and sutured the tear over it with 
the knowledge that it remained there. The abdomen was then 
closed and the operation was completed. The pens which 
was of a most trying and severe character, las nearly two 
hours, and the patient was under anaesthetic throughout the 
whole of this time.”’ 

Asked whether in his view the course adopted by the defendant 
was proper, Sir Alfred Fripp said that while it. was almost 
impossible to answer in a single word, he could well conceive 
that as there obviously was need for great haste, to leave the 
swab in was the safest course. Having put the swab in the 
surgeon would have no alternative but to leave it there. A plug 
of this kind having been left in the large bowel, one woul 
expect it to come away in three or four days. 

r. Hume Williams: What precautions should the careful 
ee pe take after such an operation ?—He should have the 
stools watched, and should give specific directions to the nurse 
to take the necessary steps. . 

COnsiaaeng Sir Alfred said that with abnormal bowels such as 
these were, it was quite easy for an obstruction to remain for a 
considerable time. After an operation such as this it was not at 
all an unusual thing to feel a lumpiness which the surgeon 
would desire to get rid of. The patient in this case was very 
lucky to be alive. It would be many months before the patient 
after this kind of operation would be restored to normal health. 

Mr. Hume Williams: How could this obstruction have been 
removed ?—By enema; or, in the position where this obstruction 
was, it could have been seen by the sigmoidoscope; at any rate, 
one would have tried it. ; 

Cross-examined by Mr. Smith, Sir Alfred said he had often 
had to deal with tears in the intestine. He had never himself 
left a swab permanently in that region of the bowel, but had 
left it a little lower down—nearer the anus.: 

ws pane If you had left it you would not have forgotten 
it?—No. 

You cannot always attend subsequent to an operation. You 
have to leave that to subordinates ?—That is one of our greatest 
anxieties. 

You would have told the medical man or the nurse who was 
to attend the patient that you had left the swab in?—Yes. The 
swab having i left in, I should have told the nurse or the 
practitioner to watch the stools. 

Continuing, witness said that the prolonged presence of the 
swab might have caused considerable pain. f : 

Mr. Smith: Why would it be good for the patient to get rid 
of a foreign body in the intestine?—Because its presence is not 
good for the intestine. The longer it stayed the more harm it 
might do. ; : 

Re-examined: Obstructions sometimes remain in the intes- 
tine and produce no symptoms. In suturing over the swab it 
was saouble that a stitch might get caught. The time which 
it took the stitches to dissolve varied with different materials 
and different individuals. Ae 

Mr. Justice Phillimore: Having regard to the condition of 
this lady, was it not undesirable to leave this swab in?—The 
ideal thing would have been to cut out the whole four inches 
and unite the two ends, but the defendant appears to have done 
what was best in the circumstances. . ‘ 

I want to know whether this lady’s condition made it more 
undesirable to leave the foreign body in the bowel ?—It did not 
make the risk any greater. 

Continuing, witness said the chief reason why a plug was not 
frequently left in was the danger of its being caught by a stitch. 
There would be no harm in attempting to remove the obstruc- 
tion with forceps. D 

Mr. Hume Williams, in addressing the jury on behalf of the 
defendant, said that he ventured to say that the conditions 
which prevailed when his client opened this poor lady’s 
abdomen would have been enough to dismay any but the most 
experienced and most skilful surgeon. The layman sometimes 
forgot or did not picture to himself the strain under which the 
operating surgeon laboured. The defendant agreed to under- 
take this operation for a moderate fee. The one Fallopian tube 
in which trouble was’suspected was inflamed, but both had to 
be removed. The womb and the ovaries had also to be removed. 
Every one must join in wonderment that she ever recovered. 

reason to be grateful to Mr. Ryall, and she was 
showing her gratitude by bringing this action. That a tear 
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ghould take place in the bowel was almost inevitable. The 
defendant .was bound to close up the tear by some means. 
There were many cases in which the surgeon Deere’ wes a long 
and difficult operation only to find that the patient slipped away 
attheend. Mr. Ryall had trusted to this, that in time Nature 
would evacuate from the bowel that which was left inside. 

Mr. Justice Phillimore: The surgeons called by the plaintiff 
do not quite say that the course adopted was proper; but they 
do seem to agree that it was a question for the surgeon in the 


case. 

After the operation was over Mr. Ryall did remember that he 
had left the swab in the bowel, because before he left the house 
he told the nurse that she had to take proper precautions for 
clearing out the rectum and the anus, as a swab remained in 
the bowel. He naturally expected that his colleague had taken 
notice of the fact, but he took additional piece ap of telling the 
nurse. Two days after the operation the nurse gave an enema, 
and from the appearance of the stools she was convinced that 
the swab had come away; and she actually told the defendant 
that an obstruction had come away. 

Mr. Justice Phillimore: It is a little unfortunate that this is 
not raised on the pleadings. 

Mr. Hume Williams: We were under no obligation to raise it. 
Notwithstanding that the swab did not come away at once, 
the plaintiff made an extraordinary recovery. Much was made 
of the point that when first accused Mr. Ryall denied the swab 
was his. The facts were that it was not the kind of swab 
generally used in an abdominal operation. It was a small 
swab which the defendant happened to have ready to his hand. 

Mr. Charles Ryall, examined, said hesaw Mrs. Abbott first on 
October 27th, 1908. He advised an operation, for which he 
charged the reduced fee of thirty-five guineas. At that time 
fibrous tumour was the only mischief he knew of. Nurse 
Powell was the head nurse at the operation. On opening the 
abdomen he found mischief greater than he expected. There: 
were adhesions, which rendered it a severe and dangerous 
operation. There was a part of the bowel in which there was a 
large tear, and he could not break down the adhesions to bring 
the bowel out of the abdomen. 

Mr. Justice Phillimore: It has all been described in the 
answers to interrogatories. There is no need to have it again. 
(The sated to which the learned judge referred is set out, 
supra. ‘. 

ontinuing, witness said that the operation was one of 
unusual difficulty. Having made the tear in the intestine he 
found it impossible to bring it out in such a way that he could 
have closed up the tear otherwise than by suture over a swab. 
It was necessary to close the rent, and also to prevent leakage 
during closing. In his view it was not a measure fraught with 
serious danger to the patient to leave foreign matter in the 
intestine. He had often done it before, and had done it since in 
similar cases. 

Mr. Justice Phillimore: Why could you not have sewn it up 
as it was?—Sewing takes a long time, and a discharge from 
the gut might take place at any moment. It isa simple measure 
to put in the swab and tack the edges together over it. It is 
like an interior patch. 

Continuing, witness said that at that stage the operation had 
lasted an hour and a half, and took over half an hour to finish. 
After the a was over he told the nurse that he had put 
& drain into the vagina from the interior of the abdomen, 
which would have to be washed out or removed by hand. He 
also said there was a swab in the bowel which had to be 
removed. He asked her to particularly attend to these matters. 
He went down a week later and had a conversation with the 
head nurse, when she assured him that the drain and swab 
had come away. She said that the first enema had been fol- 
lowed by an abnormally large result. She was a nurse of very 
considerable experience. He would expect such a thing to come 
away by natural evacuation. He would not have recommended 
anything further in the way of an operation. 

Mr. Justice Phillimore: How long would you have left it?— 
T would have waited as a as eleven months, and would have 
= it to natural causes. It would have come away sooner or 

ater. 

Continuing, witness said he remembered Mr. Abbott coming 
tosee him. He said his wife had suffered great agony until she 
passed something, which he produced. Upon examining this 
article witness came to the conclusion that it was not the kind 
of swab which he used in ordinary abdominal operations. It 
was too small, and useless for abdominal purposes. He did not 
remember the details of the case at the time. He asked Mr. 
Abbott whether his wife had had any other cperation, and he 
said she had had an operation for fistula a short time before. 
Mr. Abbott then told witness he might see his wife. Upon 
seeing Mrs. Abbott he gained the impression that she thought 
he was trying to throw the blame on some one else. He told 
them it was not an abdominal swab. He remembered the case 
because at the time he was collecting material for a pause on 
appendicitis in the female, and he remembered that the 
appendix had been adherent to the tumour. He then told 

r. O’Donnell that he had a full explanation of the swab. He 
was not then well, as he had opus poisoning. 

Cross-exa\ by Mr. F. E. Smith: He used the swab in 
this case because he thought it was the best thing he could do. 
He doubted if he had left a swab in the sigmoid twice, but had 
often done go in the rectum. When he saw Mr. Abbott he did 
not recollect that there had been a tear in the bowel. He would 
not use swabs of this kind in the abdomen because of the danger 
of their being left in the abdomen; but an ordi abdominal 


Swab was much too large for the purpose for which he used this 





swab. It was ® swab generally used for cleaning-up purposes 
before the operation. 

Mr. Justice Phillimore: The plaintiff’s evidence of what took 
= at the interview with the defendant fell short of what 

expected from the opening. 

Continuing, witness said that when he saw Mr. Abbott he 
was greatly puzzled about the swab. 

Mr. Smith: When did you first remember this was your 
swab ?—I¢t is difficult to say, because I was unwell at the time. 
I was collecting information about appendicitis in the female, 
= I anne this case because the appendix had been 
adherent. 

Mr. Justice Phillimore: What led you to look at your notes 
of the case ?—To throw some light on the presence of the swab. 

Mr. Smith : When were the notes on the loose sheet of paper 
made?—I should say these notes were written about the same 
time as the operation. It was after the action commenced that 
I found them. 

Witness was then cross-examined as to brief entries which 
he had made in his diary on the day of the operation. He said 
that they were similar to the notes he usually made in such 
cases. en he wrote to Mr. Abbott on October 23rd he did 
not mention that he had left the swab in, and that the nurse 
told him it had passed, because he was annoyed atthe attitude 
taken up by Mr. Abbott. Mr. Abbott was entitled to know 
why the swab had been left in his wife’s body. When he wrote 
the letter on October 26th to Mr. Abbott he remembered that 
the nurse told him it had come away. Dr. Dickson told him 
Mr. Abbott had res gem from the neighbourhood without 
paying the doctor’s bill, and that they were trying to track him, 
and had discovered that his furniture had been stored under 
another name. 

Mr. Justice Phillimore: You understood that Mr. Abbott 
was a gentleman who had defrauded other members of your 
ee and that was why you treated him as you did ?— 

recisely. 

Cross-examination continued: He understood also that Dr. 
Fairweather had been instrumental in signing the summons on 
the plaintiff over the rates, and that there was considerable 
antipathy between him and Mr. Abbott. He thought Mr. 
Abbott might use the fact of the swab being there in order to 
get out of paying Dr. Fairweather. He thought that it was 
possible that they might attack Dr. Fairweather about the 
swab. When he first had an interview with the secretary of 
the Medical Defence Union, he could not say that he told the 
secretary that the nurse told him the swab had come away. 
He made a statement to the solicitor of the Medical Defence 
Union. In January, 1905, he left a swab in in an almost 
identical case. There were many cases in which he had left 
the swab in. In the 1905 case the swab came away, and the 
patient would be quite willing to come and testify. He had 
not mentioned this method of dealing with swabs in books or 
lectures. The leaving of the swab in was a trivial matter com- 

ared with the operation. He had known a@ case where a 
{rurphy button had remained inside a patient for five years. 
Bone bobbins had remained in for some time. 

Re-examined by Mr. Hume Williams: It is suggested that 

ou knew you were guilty of negligence and were trying to 
hide it. Is there any truth in that suggestion?—Absolutely 
none. 

Contioning, witness said the notes he took were similar to 
those which he took in relation to all operations. Six smaller 
swabs were used at the operation besides the abdominal swabs. 

Mr. William E. Miles, F.R.C.S., said he had studied the 
details of the ao. In his view the defendant did the 
right thing. With this large tear in the bowel, there was grave 
danger of the contents leaking into the peritoneum. é 

Cross-examined; He had never left a swab in this particular 


lace. 
r Mr. James Ernest Lane, F.R.C.S., said he had written on the 
subject of foreign bodies being left in after operation. He had 
heard the details of the operation, and thought that the patient 
had had a marvellous recovery. 

The suture would take perhaps fifteen minutes, and it would 
be more difficult if the bowel was friable. In this case, too, the 
bowel was adherent. He considered that the use of the swab 
as @ plug during the operation showed great resource. He 
himself had left gauze in the bowel temporarily, and he had 
known a large Murphy’s button remain in the bowel five years. 
Had he left a plug of this kind in when operating, he would 
have recommended an enema in three or four days. 

Mr. Justice Phillimore: In the ordinary case a surgeon’s 
duty is over when he takes out the stitches ?— Yes. ‘ 

That is about a week?—Yes. After that, the practitioner in 
nae looks after the case. But if, in this case, I heard that 
the obstruction had not come away, I would have given advice 
as to what should be done. 

Continuing, witness said the swab would have been a source 
of discomfort, but not a danger to life. It might retard con- 
valescence. He could hardly conceive that the retention of the 
swab could have caused the lady’s death. In his view the use 
of the sigmoidoscope would have been unjustifiable owing to 
adhesions of the lower bowel. Perforation might have occurred. 
Fog orbs' the instrument might not have reached this part of 

e bowel. 

Cross-examined: He had iegeenty to deal with tears in the 
bowel when operating, but not in the sigmoid. He had never 
left a swab in the abdomen. He was able to suture in place, 
but the tear was higher up and easier to get at than in the 


sigmoid. 
Ur. Smith; If you left a swab in the bowel, would you keep 
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the practitioner in the dark about it?—I would not inten- 
ti ly keep him in the dark. -I would tell him about it. 

-Would it. not be usual in such a case for the nurse to reserve 
the stools for the examination of the practitioner ?—A well- 
trained nurse would do it, and ought to. 

Re-examined: When the operator was making the suture 
over the swab there would be nothing to prevent the practitioner 
assisting him from seeing what he was doing. 

Mrs. Jane Elizabeth Powell, as a nurse, said she had thirteen 
years’ experien¢e—principally in surgical work. She had 
assisted at this operation. She knew that the intestine was 
torn in two places but did not see the swab put in. Mr. Ryall 
told her after the operation to watch the palse; to give morphine 
if there was pain; to see that the gauze drain in the vagina and 
the plug in the bowel came away. He also said that the 
dressings and sterilized towels need not be returned for some 
time and that she was to fet the doctor to telephone to him if 
anything went wrong. Two days after the operation she 
administered an enema on Dr. Fairweather’s instructions. 
Remembering what the defendant had said she made it extra 
large. It consisted of water and 9 oz. of olive oil. The result 
appeared to be very satisfactory. A hard lump came away 
which a) ed to her to be the swab. The patient had not had 
much solid food. A week after the operation, when Mr. Ryall 
came to remove the stitches, she told him about the motion and 
that the swab had come away. She did not, however, strain the 
motion, although she knew now she ought to have done so. 

Cross-examined : She was trained in the Royal City of Dublin 
Hospital. She had practised as a nurse in England ever since 
she was trained. She first knew the defendant ten years ago, 
when she was sent to nurse a case for him. 

Mr. Smith: Have you nursed often in the defendant’s cases? 
—In about ten cases or less. I cannot remember accurately. 
It may have been twenty or thirty. 

Continuing, witness said she had always pleased the de- 
fendant in her work. She had often to examine stools after 
operations. On the chart which she was accustomed to use 
there was a place in which to record the motions of the bowels. 
It would be her duty to record some particulars about the 
motion in that piace, but she did not think it would be neces- 
sary to record the passage of a foreign body. That she would 
putin the daily report book. The conversation with Mr. Ryall 
took place immediately after the operation. The other nurse 
was present, but she was not efficient. . : 

Mr. Smith: You have no right to say that, but as you say it 
I must ask you why was she incompetent. ?—I am sorry to have 
to fl it, but I asked her to fill a hot water bottle twenty 
minutes before the operation, and she put it in the patient’s 
bed without a stopper. Ganeme) At the time when she 
gave the enema Mr. Ryall was still in charge of the case. It 
was not usual for the nurse to show the stools to the practitioner 
in all cases. 

Mr. Justice Phillimore: Have you ever had a case in which 
foreign matter was expected to come away?—Yes; and in 
—— cases I merely examined it. I did not show it to the 

octor, : 

Continuing, witness said the lump was so large that she 
thought it must be the obstruction. The record book was 
spoilt because the other nurse spilt the ink over it. It was 
torn up in the house. 

This concluded the defendant’s case. 

Counsel on either side having addressed the jury, 

Mr. Justice Phillimore, in summing up, said that the jury 
had given very great attention to the case. The action was 
brought against a professional man for negligence. Such a 
man undertook to show reasonable skill and to exercise reason- 
able care. ‘Skill and care were two different things. A man 
might be as careful as he could but he might fail through want 
of courage and experience. Again, the most skilful man might 
show want of care; he might be rash and hasty. Now, it 
was the law that any plaintiff who brought his fellow citizen 
into court:'on a charge of negligence must prove his case. 
On his failing to prove the case, it was the duty of the 
judge to say that the defendant was entitled to the verdict. 
Nor should a jury be asked to find a verdict against 
a defendant on a charge of negligence. The first charge 
against the defendant was that he should not have left the swab 
in the bowel. The second was that, assuming the defendant did 
take the unusual step of leaving the swab in that position, he 
should have taken the greatest care to warn everyone connected 
with the case, so that it could be removed. The two charges 
were distinct, but they ran together in this sense, that according 
to the plaintiffs this was a wholly unreasonable and unusual act 
in surgery. The point had not been quite clearly put in the 
course of the case. In effect, the plaintiff said: ‘‘ You left the 
swab there, and in the hurry you forgot it.”” Now it appeared 
to him (Mr. Justice Phillimore) that the man who put the swab 
there could scarcely have forgotten it. He might have forgotten to 
tell the other practitioners in charge, but that was a separate 
point. If they came to the conclusion that he did tell anyone 
afterwards, it was clear that he did not leave the swab there 
unintentionally. Grave and serious charges had been made 
against the defendant and his witnesses. It was therefore 
necessary for him (the learned judge) to do what he did not 
usually do, that was, to leave certain questions to the jury, 
namely (1) Was the defendant guilty of prone in leaving the 
swab in the plainiff’s body ? (2) Was he guilty of negligence in 
(a) not sufficiently informing the person in charge that he bad so 
left it. (In other words, did he inform the nurse, and ought he to 
have also infomed the doctor?) What damages (if anv) (3) had 
been sustained (a) by the husband ; (b) by his wife. When con- 





sidering the question of damages, if they had to do so at all, they 
would remember that even if there was negligence, and there. 
was no damage, the defendant would be entitled to their verdict, 
He would now deal with the first question, Was the defendant. 
negligent in using the swab? Up to the moment the action wag, 
launched the case was this. The ae was asked, Why did 
you leave the swab in the lady’s y? and a charge of negli- 
my was.based upon it. The plaintiffs alleged that the defen.. 

ant could not find any one to come forward and justify the. 
adoption of such a course. It was guite true that, with one 
exception, no one but the defendant had ever put a swab in ag 
a cushion to support a torn bowel. On the other hand, there. 
was @ chorus of opinion that this operation was very difficult, 
and one from which the plaintiff was extremely fortunate to. 
escape alive. His lordship here referred in some detail to the 
evidence of the defendant as to the condition of things obtain- 
ing at the operation. In those circumstances, he continued, 
was it bad surgery to leave the swabin? No doubt plaintiffs. 
in these cases always found it difficult to procure medical 
testimony to support their view; but a distinguished 
surgeon called by the plaintiff said that the operation 
being so severe, he could quite understand the swab 
being left in. ‘‘ I would,’’ he said, *‘ have expected to find 
adhesions in the bowel. It was in the judgement of the surgeon 
to leave the swab in the bowel.” That witness would not say 
it was not right in this case. That was the evidence of Mr, 
Howell, the plaintiff's witness. He (the learned judge) did not 
lay a stress on the evidence of Dr. Fairweather and 
Dr. Dickson, but he was bound to point out that Dr. Fairweather 
said it was the worst operation he ever saw. Sir Alfred Fripp 
had said that a careful surgeon would do what the defendant: 
had done; the patient was lucky to be alive. He also said that 
those in attendance should have been informed of the presence: 
of the body. Mr. Lane, to whom a high compliment was paid. 
by the plaintiff's counsel, had pointed out that under normal 
conditions the bowel could be taken out. Here the suture had 
to be made in situ. He considered that the defendant had 
shown great resource. The jury would have to remember that, 
according to the evidence, the instant stopping up of the bowel. 
was vital to the — If they believed that the defendant 
did this thinking it was the best thing to be done in the circum- 
stances, there could be uo negligence. The —— said, how- 
ever, that although a justification could be found, the 
act was negligent in that it was merely accidental; but 
if the jury found the accident was beneficial the defendant. 
was entitled to the verdict. He now came to what hap- 
pened afterwards. The eminent surgeons who had beer 
called said that the defendant who had done such a 
thing would not forget it. But what did that mean? 
Did it mean that he would not forget it to hisdying day? It 
was necessary in that connexion to bear in mind that the 
defendant had done this same thing more than once. - With 
regard to what took place between Mr. Abbott and the defendant 
it was clear that Mr. Abbott did not remember much about it. 
No doubt there was some discussion. Probably the defendant. 
said it was not his swab. Mrs. Abbott, when asked how the 
swab got there, said, ‘‘ That’s what you have to find out.” The 
defendant was naturally surprised when he saw the swab, 
because he did not use that kind of swab, and did not remem- 
ber that be had left itin the intestine. His lordship reviewed 
the evidence as to what took place at these interviews at some. 
length. Frankly and absolutely the defendant said that up to 
the time he left Mrs. Abbott he thought it was not his swab; 
and in that state he remained for some time. The plaintiff 
therefore said, and did not shrink from saying, that he had 
invented the whole story. Now, iy he he had intentionally 
left the swab in; that he had told the nurse; that the nurse 
told him that it had come away, would he not be puzzled when 
it was alleged to be his swab? Would he not find it difficult to- 
remember? What would a man do insuchacase? Would he. 
not seek for every other explanation? Bit by bit his memory 
revived. Unfortunately for him he had not got much to go 
upon. He had merely brief entries in his diary ; but apparently 
he was going to write a paper on diseases in the appendix in 
woman, and that brought the facts to his mind. For some 
reason he did remember, and it was for the jury to say whether 
he was saying what was true. In the next place they had to 
consider whether he was negligent by reason of his not—or not. 
sufficiently—informing the persons in charge of the presence 
of the swab. Now every one was agreed that he should have: 
informed some one; and the reason was obvious. The swab 
had to come away. The doctors did not dispute that some 
attempt should have been made to get it a The question 
was, Who should have been informed? As to Dr. Fairweather, 
who was present at the operation, the defendant said he thought 
he heard and saw what he was doing. He (the defendant) now 
accepted Dr. Fairweather’s statement that he did not know of 
the existence of the obstruction. The defendant said that his 
reason for not telling him was that he thought he knew. He 
did tell the nurse about the swab, and that it should come away.. 
In her evidence she detailed a number of things to which she: 
was to pay attention. Were not they the kind of things a 
woman would remember? He did not desire to take any sides. 
in the case; but it was a bold thing to suggest, as the plaintiff's 
counsel had suggested, that this eminent surgeon and this 
nurse had agreed together to fabricate a story. .Then the nurse 
had given a detailed account of what happened afterwards. 
She had plenty to do, because this was a house where 
apparently no servant was kept. Next, assuming he did inform 


e nurse, did he sufficiently inform the persons in attendance ?’ 


Had he informed the doctor, would the obstraction have 
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remained? Ought he to have informed the nurse more pointedly ? 
He (the learned judge) did not say the defendant onght to have 
done any of these things, but these were masters for the jury. 
With regard to the contents of the correspondence which had 
been so freely commented on, they should remember that the 
husband was entitled to his point of view—namely, that his 
poor wife had been payer eleven months. The de- 
fendant’s point of view was t{ here was a woman whom he 
had attended for a small fee, whose life he had saved. The 
defendant would consider it strange that a man like Mr. Abbott, 
who had to be sued to pay his doctor’s fee, was able to take his 
wife to Monte Carlo. Then it was much matter of comment 
that the defendant had not put the blame on the other doctors 
or on the nurse. That was a course not to be lightly adopted. 
With reference to the damages to which the lady plaintiff might 
be entitled, if the jury answered any of the above questions in 
her favour, his lerdship said that much of the suffering which 
ghe experienced at Monte Carlo was the natural consequence of 
¢he operation. It was not until April that she began to suffer 
padly in consequence of this obstruction. The defendant said 
she might have come to him in June, and could then have been 
put right, and that was to be taken into consideration. The 
husband would be entitled to some damage for the loss of the 
society of his wife and the expenses to which he had been put. 

The jury retired to consider their verdict. 

On their return to court, the foreman handed: to the learned 
judge a paper, upon which the questions and answers were 
written. 

Mc. Jastice Phillimore readthem out as follows: 

1. Was the defendant negligent in leaving the swab in the 
plaintiff's body ?—No. 

2. Was he guilty of negligence in (a) not (b) sufficient'y 
informing the persons in charge that he had so left it?—No to 
both questions. 

Some applause in court was at once suppressed. 

Mr. Justice Phillimore: The question of damages does not 
— arise. There will be jadgement for the defendant 
with costs. 


We have received the following letter for publication : 
19, Portland Place, W., 
January 17th, 1911. 

Sir,— 

I have seen a cutting from one of the morning papers 
misrepresenting the answers given to certain questions put to 
me in a Law Court last week. My object in writing to you is to 
make it clear that in my answers the word ‘‘ anxiety ” was only 
employed in relation to the giving of ‘‘instructions’’ (for after- 
treatment and observation of results) to ‘‘ subordinates.’’ 

The case was an important one for our profession, and one of 
the chief points upon which it turned (vide the summing-up) 
was the matter of the instructions given by the doctors to the 
nurses, and the deductions made by them from the report of the 
nurses as to the result of the carrying out of those instructions. 

I was in the witness-box more than half-an-hour, being ex- 
nee cross-examined, re-examined, and then questioned by 

e judge. 

The two reports which I have seen were brief epitomes. 

That in the Times is a fair one,and demonstrates that that 
reporter clearly understood the matter in question to be one of 
“instructions” given by a surgeon to a nurse, his nurse, the 
narse he, had taken to the case. The word essential to the 
proper understanding of the questions and answers with which 
this note is concerned is ‘‘ subordinate.”’ ‘ 

I was asked whether ‘‘the surgeon would before leaving the 
cass give instructions to his subordinate,’’ and I replied, ‘‘ Yes.”’ 

Then to a furthor question of detail as to examining and 
reporting the result of an enema given with the intention of 
bringing the swab away from the bowel, I said, ‘‘As this case 
shows, that is one of our greatest anxieties.” And with this 
statement surely everybody who is used to the after-care of 
abdominal operations will agree. 

{ ask yoa to publish this explanation in case any of your 
readers may have seen only the second, the unfair and mis- 
leading, epitome to which I refer at the beginning of this letter; 
for in attempting to boil down into one the many questions and 
answers upon a technical point, it misses entirely the matter at 
issue; and, what is far worse, it at the time insults my pro- 
fession and myself by substituting for the word ‘' subordinate ”’ 
the words “‘ patient’s medical adviser.” 

That this substitution was effected by some reporter who is 
quite incapable of conveying, even if he can grasp, the technical 
points involved in the evidence is proved by his senseless 
jumbling of terms in the preceding paragraph. 


Iam, etc., 
ALFRED D. FRIPP. 





FEES FOR PROFESSIONAL ATTENDANCE AT POLICE 
. COURTS 


CymrRo states that he called to attend a man who attempted 
suicide but recovered, and in due time was charged at the 
police. court. Our correspondent was then asked by the 
police to give evidence. This he did and subsequently sent 
# bill for one guinea to the superintendent of police, who sent 
it back with a letter to the effect that he understood from tha 
‘mavor that the matter would be settled by the relatives of 
the defendant. This hasnot beendone. ‘‘Cymro’’ asks what 
he is todo. 

*,* Our correspondent says he called to see this patient, 
but he does not tell us what led to this call being made, nor 


does he say where the patient was at the time he made the call. 
Weare, therefore, quite at a loss to advise him as tothe person 
to whom he ought to apply for payment for his professional 
services rendered to the patient. Any claim he may have for 
attendance at the police court and for giving evidence there 
ought to have been made to the court at the time the case was 
heard or immediately after, when the question of costs in 
connexion with the case was under consideration. 


Moedico- Ethical. 


The advice given in this column for the assistance of members is 
based on medico-ethical principles generally recognized by the 
profession, but must not be taken as representing direct findings 
of the Central Ethical Committee, except when so stated. 





INTERFERENCE WITH THE PATIENT OF ANOTHER 
PRACTITIONER. 

A. H. G.—There could be no justification for such a remark as 
that related to our Hn rem but we should aiways be 
chary about meee such reports regarding what was said 
by another practitioner ; patients’ statements are not always 
accurate, and for the correctness of this statement there 
would probably only be the patient’s word on the one hand 
and the practitioner’s on the other, without corroboration of 
any kind. As we hope no harm has resulted from the 
remark, we should be disposed to recommend our cor- 
respondent to let the matter drop. If he cannot accept this 
view, he should write to the accused practitioner, stating 
exactly what has been said, and asking him for an 
explanation. 





SUPERSESSION. 

BEATEN PROPER —We have read the papers submitted to us, 
and are of opinion that B. acted in a professional and friendly 
‘manner. He cannot be he'd responsible for any mis-state- 
ments made to him by the patientor his employers. Patients 
have the right to change their doctors, and supersession is one 
of the unpleasant facts of life which have to be accepted from 
time to time with a good grace. 











Che Serbices. 


THE TERRITORIAL MEDICAL SERVICE. 
SURGEON-GENERAL P. M. ELLIs (retired) writes: Judging from 
the proposals contained in his Jetter, 1 am afraid that Colonel 
O'Connell has failed to realize the. necessity for army medical 
organization at all. Does he think that the medical organi- 
tion of the regular forces is adapted only for use against an 
uncivilized enemy across the seas, because this is what he 
implies? If heis rigbt, not only we ourselves in England, 
but the Continental nations as well, are taking quite unneces- 
sary trouble in the matter. Supposing an invading force 
landed in England, in what way, I would ask him, does he 
suppose our position would differ from theirs under similar 
circumstances? 

According to Colonel O'Connell, the sick and wounded 
should be dumped down by the medical personnel of their 
units, somewhere near the:fighting lice but in the shelter 
from the enemy’s fire, in an improvised hospital of buildings 
or tents, where such expert aid as they may require is to be 
sent to them. From these hospitals all but the serious cases 
are to be sent, either back to the fighting line, or, if still sick 
or wounded, to their own homes. How the latter are to be 
carried there, or who is to look after them when they get 
there, he does not say. It mattars nothing. of course, that 
these hospitals may be within the ‘‘ terrain’’ of the invader, 
because they and all that they contain would be under the 
** Red Cross rules.”’ 

I think suggestions which betray such an inadequate con- 
ception of the conditions of modern warfare, to say nothing 
of the articles of the Hague Convention, are much to be 
deprecated, particularly when they come from one who from 
his past position would be assumed to know something of the 
subject on which he writes. Their effect. if any, can only be 
detrimental to the efforts now being made by the War Office 
to enable the country at large to grasp the necessity of an 
efficient medical organization for home defence. 





CAPTAIN E. 8. WORTHINGTON, Royal Army Medical 
Corps, has been appointed a Member of the Fourth Class 
of the Royal Victorian Order. 

Mr. WILLIAM HENIN CHRISTIE has bequeathed to the 
Hastings, St. Leonards, and East Sussex Hospital a sum of 
between £8,000 and £10,000. 

IN our advertisement columns will be found a statement 
by the Alliance Drug and Chemical Company, 34, Leaden- 
hall Street, E.C., in which the prices of some of their pre- 
parations are enumerated. We understand that the com- 
pany will forward their detailed pric<-‘ist on application. 
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ceritage of alcohol present. The temperature here averages 
over +, aD) resume that the erence specifi 

. Letters, Notes, and Aunsiuers. gravity is on account of the heat. Could you tell me either 

: what the specific gravities of alcohol in different admixtures 

3 with water should be at that temperature or what variation 

=" Queries, answers, and communications relating to subjects per de of temperature should be allowed for when reckon- 

to which special departments of the BRITISH MEDICAL JouRNAL | U8 Yt wine gmp os ty rtd pone ped -iecaeae ae of 

are devoted will be found under their respective headings. *,* Perfectly accurate results will only be attained by 

QUERIES, cooling the alcohol to 60° F. before taking the specific gravity ; 

P, HB. writes: I view ot E ice of G IP but sufficient accuracy for most purposes will be attained by 
. H. 8. writes: In your review of Emergencies of General Prac- i specifi oF, : 

tice, by Mr. Percy Sargent and Dr. est Russell, in the issue paren dean des ka i Ry i 2 Oe Ne the 

of the JOURNAL of December 24th, 1910, you say, ‘“‘A book 8 ; 








equal to the requirements of the country practitioner must For hydrometer reading 0.825 add 0.0092 
needs be written by one who, having been ek a a in general ” ” » 0.876 ,, 0.0090 
practice, is familiar with the many emergencies which call ” 0 ~ 0.300 ,, 0.0088 
constantly,’’ etc. Will you please recommend me such a ” ” *” 0.920 ,, 0.0084 
book? ; ” ” ” 0.930 ,, 0.0080 
*,* So far az we know such a book has not yet been written. ” ” 8 0.940 ,, 0.0076 
Probably the bulk of the information required would be ” ” » 0.950 ,, 0.0070 
obtained from one of the books on “ Treatment,’’—Whitla, ” ” ” po ” aoe 
Hutchinson, or Campbell being specially useful. a sd ” 0.980 - 0.0026 
. ‘ ” ” ” . ” .' 
0.990 ,, 0.0002 


VAPOUR BATHS. = " — , 
V. P. would be glad to know from users their experience as to The corrections for other points may be found by inter- 





the most simple, efficacious, and cheapest type of vapour polation. 
bath for home use in the case of healthy people. Any hints 
as to method of use would also be acceptable. LETTERS, NOTES. ETC, 
TUBERCULIN IN INOPERABLE RECTAL CANCER. os oe “ 
W. D. writes: A trial of Koch’s Old Tuberculin in a case of How To USE THE ‘ JOURNAL. 


inoperable cancer of the rectum suggested itself to me for the | D8. W. LLoypD Epwarps (Barry) writes: Perhaps ‘the simplest 
following reasons : The case very pronounced tuberculous way of all is to adopt the vertical filing system. This means 


family history, and Mr, Thorburn of Manchester showed a minimum of cost and & maximum of handiness. All that is 
some years ago that a tuberculous family history is commoner required is a box, for — files, which can be had for about 
in cancer cases than a cancerous ones. Further, tubercle 10s. In this are cardboard guides lettered A to Z. The files 
. and cancer are not found in the same patient, and a reaction consist of folded manilla peper with a projecting strip to 
similar to that obtained in tuberculosis is obtained with Old write upon. This is the procedure: Cut out the pages of the 
Tuberculin incancer. I gave my cases the following doses : JOURNAL which it is desired _to ~~ example, Appendi- 
citis, Measles, Tuberculin. Place the cutting in a folder and 
cos nls Dall “ on, BS Oe file behind the appropriate letter. As other articles on the 
December 14th i mi ” a. same subject a) hey can be added to the same folder. 
December 20th ad tg, "0.006 °° There is no pe rr no pasting, and no indexing. The 
December 24th nit ie eve 0.0075 ,, same plan can be used for correspondence. 
= aw od ey ““ ee we ihe " *.* We are informed that the Athenaeum News Cutting 


Album recommended by Dr. Fairlie-Clarke some time ago can 


in Allen and Hanbury’s azoules. After the last injection : : 
there was a marked reaction, temperature 101.8°, ed acon be obtained from the Army and Navy Co-operative Stores, 


ins in chest, lasting two days, and the patient was ill | Victoria Street, London, 8.W., price 3s. 6d. 
or a week. Before proceeding any further on these lines, 
I should like to ask whether any experiments have been MEDICAL TREATMENT OF INOPERABLE CANCER. 
made on animals to ascertain if the toxin of tubercle | Dr. J. INauis Parsons (London) writes: In connexion with 
influences the growth of cancer cells, or if it has already been Drs. W. Renner and Alexander Haig’s letters of last, week, I 
tried in man in such cases. would refer them to Surgeon-Major Hindley’s report in the 
BRITISH MEDICAL JOURNAL, February, 1888, page 29. 
cases of cancer at the Mayo Hospital, Jeypore, India, 61 were 





ANSWERS. strict vegetarians from birth and 41 were meat eaters. From 
wee these cases the vegetarian is more liable to cancer than the 

gee gen Boe pleats ad oe he —s pat sovted, bat meat eater. 
a ee ee y. +e cost of living 1s high | pr, WiiutaM DoNovAN (Cork) writes: Permit me to ask Dr. 
as compared with most Indian stations. Haig, What is “ uric Sold free diet’? I may be wrong, but I 


Dr. H. J. THoRP (Ipswich) writes: In reply to ‘Senex,’ always understood that ‘uric acid”? was evolved from food 


F : after it was introduced into the economy, and did not exist in 
I would suggest his taking a minute dose of calomel, from food, as such. 


one-twentieth to one-tenth of a grain three times daily. 
AN UNUSUAL AURAL REFLEX. 








INCOME Tax. _.. | Dr. J.J. Stack (London) writes: {n Sajous’s Annual for 1888, 
B. B. B.—In the first year of succession to a practice it is vol. iii, page 215, there is mention of the reflex in question, 
usual for the income-tax assessment to be adjusted by refer- and a case is given in which the phenomena of cough, emacia- 
ence to the cash receipts if the successor took over the book tion, night sweats, etc., promptly disappeared upon the 
debts, and by reference to the bookings (with allowance for removal of impacted cerumen. If I remember accurately, 
bad debts) if he did not take over the debts. Where adjust- the case was under the care of Dr. Percy Jenkins, of London, 
ment on these lines is allowed for the first year a similar and was originally published in the Practitioner. ; 
adjustment to the amount of profits made in the year can be 
claimed in the second year. CORRECTION.—In line 4 of Dr. H. J. Thorp’s reply to ‘‘H.G.8.” 
. on the treatment of ‘chilblains (BRITISH MEDICAL JOURNAL, 
TREATMENT OF CHILBLAINS. Jan 14th, jp. 120), the word “inflamed”. should be 
TRISTIS pe wmee Aae 2 : ~—— to  H. ~ eg pst it omitted, the amended clause to read: ‘the skin to be 
is now genera. 6 at chilbiains and allied conditions smeared with lin. terebinth. acet. or sp. hor.”’ 
are due to diminished calcium content in the blood. If | — — - a 
“H. G. 8.” will give his — . x of calcii chloridum 
three times a day for a week I think he will find a cure result | SCALE OF CHARGES FOR ADVERTISEMENTS IN THE 
to his satisfaction. This treatment,among many other treat- BRITISH MEDICAL JOURNAL, 
ments for divers diseases, I have learnt in reg rusal of nen £84. 
the BRITISH MEDICAL JOURNAL, from which for sixteen years Fight lines and under 040 
= I have extracted and indexed everything new or useful Each additional line “ i oy - 006 
me. I have heard of one man who gave up reading the Awholecolumn ... ove eS sce ow. 213 4 
a or wala cases Pye ess Regs — earn no ae A page ove oe ne oes pas - 8 00 
rom it. Such a man wo ro extract no juice from 
the joys of paradise. e y J An average line contains six words. 
All remittances by Post Office Orders must be made payable to 
SPECIFIC GRAVITY OF ALCOHOL. the British Medical Association at the General Post Office, London. 


Dr. James L. MAXWELL (Mission Hospital, Tainan, Formosa), | No responsibility will be accepted for any such remittance not so 


ee F robe = Se loses Daninnd 8 Heniiees, ete, £0 ” aitvebilasncente should be delivered, addressed _to the Manager. 
perivd a n es somes heist T a ee ific 429, Strand, London, not later than the first post on Wednesday morning 
gravity of supposed pure alcoho on with @ re e alcohol | preceding publication, and, if not paid for at the time, should be 


ific gravity tube varies considerably from that given in ied b f . 
ie textbooks. The variation is always in the direction of a “None It is ‘against the rales of the Post Office to receive poster 
lower “specific gravity than should correspond to the per- | Restante letters addressed either in initials or numbers. 
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THE HISTORY OF YELLOW FEVER IN 
WEST AFRICA. 


SIR RUBERT BOYCE, F.R.S., 


PROFESSOR OF PATHOLOGY, LIVERPOOL UNIVERSITY 


INTRODUCTION. 


Now that West Africa is beginning in earnest to open up 
to mining and industrial enterprises of all kinds, I wish to 
lay before the medical profession, through the mediam of 
the British MepicaL Journal, @ review of the history of 

ellow fever in West Africa, which shows that yellow fever 
is far more prevalent than is usually supposed. In fact, 
my observations prove, in my opinion, that yellow fever is 
endemic to-day amongst the natives of the coast towns, 
precisely as it was amongst the Creoles, the yellow-skins of 
Havana, Rio, Santos, Para, Vera Cruz, etc. If the mining 
managers and merchants will forearm themselves by 
adopting. the rational precautions of segregation and 
Stegomyia destruction on the West Coast, they need not 
fear the awful set-backs to commercial progress which the 
towns abovs named experienced from yellow fever. 

For convenience of reference I have summarized the 
history of yellow fever under the following heads : 


1, General. 
2. Yellow fever in Sierra Leone. 
3. Yellow fever in Southern Nigeria. 
4, Yellow fever in the Gambia. 
5. Yellow fever in Senegal. 
6. Yellow fever in Ascension and Bonavista. 
7. Yellow fever on the Gold Coast. 
8. Yellow fever on the Ivory Coasi. 
9. Yellow fever in Togoland. 
10. Yellow fever in Dahomey. 


I. 
HISTORY OF YELLOW FEVER IN AFRICA, 


. .. The conclusion arrived at concerning the question 
whether yellow fever was first endemic in the West Indies 
or in Central and Southern America, was that yellow fever 
was endemic amongst the early inhabitants of both places. 
When the even more fragmentary history of yellow fever 
in West Africa is examined, we will, I think, come to a 
similar conclusion as regards the West African continent, 
namely, that yellow fever was in all probability a disease 
endemial to the native races of the coast. West Africa did 
not attract military or missionary, or even commercial 
expeditions at so early a date as did the more attractive 
New World. It is not until the eighteenth century that 
information begins to filter home of the deadly African 
fevers of the coast: of ‘ Bulam Fever” (1793); of the fever 
of “ Fernando Po”; of the “fever of the Bight of Benin,” 
etc. Amongst the earliest records are those relating to the 
presence of yellow fever in St. Louis in 1778. 

The fact that yellow fever has persisted in unbroken line 
from the eighteenth century to the present day appears to 
me to be the strongest evidence in favour of the essentially 
endemial character of the disease. Also many of the 
earlier military writers on yellow fever adopted this view. 

In the case of the sister disease, malaria, we do not dis- 
cuss whether it was imported into West Africa or whether 
it was endemic. We regard it as a disease essentially 
endemic to those peoples living amongst Anophelines ; 
similarly, having regard to the very widespread distribution 
of the Stegomyia in Africa, we may reasonably assume that 
yellow fever has existed so long that it may reasonably be 
regarded as endemic. As in the case of malaria so in 
yellow fever, the infection may of course have been intro- 
duced, but introduced at such an early period that the 
question whether imported or endemic is beside the mark. 
We know that there still are countries, as the East Indies, 
in which the Stegomyia abounds, but in which the disease 
has so far not been signalled. 

We also know that in the eighteenth century ships could 
have readily at any time introduced the disease into West 
Africa, for in those days the ships were exceedingly few 
which did not regularly carry infected Stegomyia and 








patients suffering from the fever. The tables were turned 
when Grenada accused Bulam in West Africa for having 
introduced the “nova pestis,” as they termed it, into the 
West Indies. 

The story is instructive, because it shows that at that 
period great confusion had already arisen as to whether 
yellow fzver was contagious or not; this same confusion 
has persisted to the present periad in West Africa. Dr. 
Chisholm maintained that up to 1793 yellow fever was a 
miasm fever, and therefore not contagious, but that in 
that year the ship Hankey introduced a “ new plague,” as 
he called it, into Grenada for the frst time, from whence it 
ae to the other islands, and from them to America and 

urope. 

In the eighteenth century the slave ship was no doubt 
one of the most powerful factors in the distribution not 
only of yellow fever, but of all other racial and endemic 
diseases and of the insect carriers peculiar to them. Not 
only did the slave ship carry human beings in whore blood 
might have been the virus of yellow fever, malaria, 
sleeping sickness, relapsing fever, filariasis, plague, etc. ; 
it equally well served as the means of transport of the 
various species of mosquito, fly, or flea. Some of these 
might have been taken on board infected; othere, we 
know, could have developed on board ship, for in all 
probability every cask of water taken on board at a 
tropical station was already infected with the ova or 
larvae of the Stegomyia. The “slaver” was a floating 
native village, in which the worst features of the native 
village were reproduced, white and blacks living jammed 
together in hot stifling quarters, providing the ideal cor- 
ditions for the maltiplication of the Stegomyia and the 
spread of yellow fever. The slave ship justly earned its 
reputation of being the great cause of the dissemination 
of diseases, and now in the light of modern discoveries 
we more strongly than ever realize the truth of this 
statement. 

The consideration of the following records of outbreaks 
of yellow fever in West Africa shows how often history 
repeats itself. If the early settlements in the West Indies 
and in Central America were bampered by yellow fever, 
8o precisely on the West Coast of Africa the foundation of 
missionary settlements or the arrival of new regiments 
were heralded as a matter of course by outbreaks cf what 
in every probability was the same disease. 
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II, 


HISTORY OF YELLOW FEVER IN SIERRA 
LEONE. 

The foundation and settlement of Freetown appears 
from the commencement to have been impeded by ont- 
breaks of yellow fever. References are constantly made 
by writers on yellow fever to an epidemic which occurred 
in 1815. According to Johnson, in that epidemic 26 out of 
50 died, the symptoms being jaundice, pain in the Joins, 
stupidity in the head, black discharge or black vomit, fol- 
lowed soon by death. He states farther that the Nova 
Scotia settlers called it “break bone fever.” The fever 
was at the time attributed to a vessel which arrived in 
January, 1815. There can be little doubt that the disease 
was genuine yellow fever. 

This epidemic is also referred to by Staff Surgeons 
Barry and Fergureun. 

French writers have taken it for granted that Sierra 
Leone was the home of yellow fever on the West Coast, 
on the very vatural ground that it was more thickly 
peopled, and had wider relations with the outside world. 

Pym also contended that Sierra Leone was the home of 
yellow fever in West Africa. 

Griesinger believed that it had early become endemic, 
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From Freetown the disease is supposed to have spread 
to the other parts of the coast. 

1817. Johnston refers to this year as an epidemic year, 
and states that three missionaries died after five days’ 
allness. 

In 1821 a missionary died from yellow fever accompanied 
‘by black vomit. 

From 1822 to 1824 a considerable number of cases 
occurred. Staff Surgeon Barry, who described the out- 
break, states that it broke out in December, 1822, and that 
the first case was that of a sailor ; previously, however, the 
crews of several ships in the harbour had been attacked 
with what he describes as the endemial remittent fever of 
the locality. It was also a matter of much speculation 
whether the disease was imported or endemic. Some held 
that it was an imported contagious disease; others that it 
was local in origin, and that the endemial remittent fever 
of the place was another form of the disease; others, 
again, held that the endemial remittent and yellow fever 
had a common parent. One thing is clear, however, 
from the description of the symptoms and post-mortem 
appearance, that the disease was yellow fever. 

The white population, and especially the sailors, suffered 
from the disease; out of a party of 12 schoolmasters, with 
their wives, 10 died. 

It was noticed, however, that the blacks remained 
healthy, with the exception of the Croomen. Daring 
the outbreak H.M.S. Bann arrived, and her crew were 
attacked. She then sailed for Ascension, and some affirm 
introduced the disease for the first time into that island 
in 1823. (See Ascension Island.) 

The mortality is given as follows (Walker) 


December, 1822 7 deaths. 
January, 1823 2 deaths. 
February, 1823 9 deaths. 
March, 1823 -. 11 deaths. 
April, 1823... « 12 deaths. 
May, 1823 ... .. 24 deaths. 
June, 1823 ... . 12 deaths. 

Total ... . 77 deaths. 


According to Burnett, a disease differing from the usual 
remittent and possessing the character of yellow fever 
occurred in 1823. It was not contagious, and was not 
imported by H.M.S. Caroline. : 

In 1825 an epidemic is described with a total mortality 
of 263. 

There was also a considerable outbreak in 1826, for, out 
of a garrison of 535 soldiers, 115 died from June 14th to 
August 24th. . ‘ 

Major Crofts gives a table showing the mortality from 
remittent fever in July, 1826; 53 men and 3 officers are 
stated to have died. In all probability the disease was 
yellow fever. . 

In 1827 a typical case of black vomit was recorded 
(Fergusson). : . 

In 1829 an epidemic broke out, and in the garrison of 130 
whites 12 cases were reported ; 11 deaths occurred. 

Boyle, in commenting upon the 1829 outbreak in Free- 
town, and refating the idea that the fever was imported 
into Freetown by H.M.S. Eden, states that occasional 
cases of yellow fever are to be met with every year in 
Freetown. Violent controversy also arose as to whether 
the disease was contagious or not. In consequence, a 
memorandum to the effect that yellow fever was not con- 
tagious was drawn up in Freetown on May 27th, 1829, and 
signed by J. Boyle (Colonial Surgeon), M. Sweeny, M.D., 
Deputy Inspector, and W. Fergusson, Surgeon R.A.M.C. 

In 1835 a case of black vomit is recorded. 

The origin of the outbreak was ascribed to importation 
from Fernando Po, and by others to the town of Zangara, 
400 miles distant; it was seriously proposed to build a 
high wall to keep out the pestilential breeze which, it was 
alleged, came from this town. 

The next large epidemic occurred in the years 1836-38. 
In December, 1836, a malignant fever broke out amongst 
the crew of the barque Mary whilst in Freetown; 15 of 
the crew were attacked.and 5 died. Cases then appeared 
on shore, one of those who died being a mulatto lady 
who had come from the United States; another was 
young man who had only been one month in the colony. 
Five of the crew of another ship, The Lady Douglas, who 
bad gone ashore ard who had lodged in the house pre- 
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viously occupied by the crew of the Mary, were infected, 
and 4 died in January, 1837. : 

Deaths occurred in March and April, and the fever was 
at its height in May and June; the last case was recorded 
in July, when, as the writer states, the yellow fever was 
succeeded by the common remittent fever of Freetown 
and confidence was once more restored; but, adds the 
writer, to every one’s astonishment, the fever broke out 
afresh before the end of the year. The first to succumb 
were the crews of three ships which had arrived during 
the autumn, and Staff Surgeon Fergusson attended 20 cases 
amongst the white residents between November, 1837, and 
February, 1838 ; 2 ended fatally. 

In 1839, 6 officers of the garrison, 7 officers of the Royal 
Navy, and many soldiers and sailors died of yellow fever. 


Table Showing the Number of Cases Treated by Fergusson from 
February, 1837, to March, 1838. 














Occupation. Cases. Deaths. 
Navy... ne sail Ail 43 25 
Army aa me ed eve ll 5 
European resident merchants and 272 107 

seamen 
Total se ren sie ait 326 137 








During the prevalence of the epidemic H.M.S. Curlew 
arrived and stayed one week in Freetown Harbour, and 
sailed for the Gambia; during her voyage the crew are 
stated to have suffered from an outbreak of the dis- 
ease. Freetown was in consequence blamed for having 
a yellow fever into that colony for the first 
ime. 

As in the previous epidemic, so also in this one, the 
relationship of the endemial remittent fever to yellow 
fever was much discussed. Fergusson put forward the 
opinion that yellow fever or malignant remittent fever 
was only the malignant form of the common “ endemial 
remittent” fever, and he thought that if cases of the 
simple endemial remittent type were transported by ship 
to other localities they might give rise to the malignant 
form. Fergusson firmly believed that “ yellow fever was 
a product of the colony itself,” but that both the Gambia 
and Ascension were infected from Sierra Leone. 

In 1837 Burton described an outbreak of yellow fever in 
the island of St. Mary, situated off the north-west coast of 
Sierra Leone. 

From 1837 to 1839 inclusive the quarterly medical 
reports of the garrison and town show unquestionably 
fatal cases of yellow fever entered under the heading of 
“ malignant remittent fever.” 

In the period 1840 to 1845 there is a yearly record of 
the ‘‘endemial remittent fever,’ sometimes with severe 
and fatal symptoms. Ships’ crews were often severely 
affected. 

In 1845 a case of malignant remittent or yellow fever 
appeared ; the fever broke out amongst the crews of the 
squadron at anchor on the Roquelle River. The sym- 
ptoms recorded are unmistakable, and are confirmed by 
the post-mortem accounts (Fergusson). In this year also 
there appears some evidence that Bonavista was infected 
from Freetown by H.M.S. Eeclair. It is also stated that 
in this year cases occurred frequently and with the most 
severe symptoms amongst the newly arrived sailors, and 
least so amongst the native soldiers. At this period, also, 
the expressions “ bilious remittent fever of the country” 
and “inflammatory fever” occur—other names, no 
doubt, for the same disease. 

In 1847 an epidemic is chronicled by Staff Surgeon 
Lawson. The resident white civilian population is put 
down at 100, and of these 12 died from yellow fever. 
There were also cases amongst the sailors in the port 
and on H.M.S. Syren, on which ship there were 17 
cases, 5 of which developed black vomit ten days after 
embarkation. 

In 1850 a case of fatal yellow fever was reported; it 
was said to have been introduced by a sailing ship from 
Rio. 

In 1859 an epidemic occurred in which 100 whites died 
of the disease. 
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In 1865 and 1866 cases were also observed. 

After this period there is a lull in which no doubt the 
disease persists amongst the permanent residents, but 
in a mild and undiagnosed form, but does not make 
itself obviously manifest, owing to altered conditions 
in the navy, mercantile marine, and in commercial 
enterprise. ‘ 

In 1872 it broke out again and 6 deaths were recorded. 
The colonial surgeon, writing in 1883, states: ‘We have 
had no cases of yellow fever since 1872.” It is presumed 
to have been present in 1878. 

In 1884 a severe epidemic prevailed in Freetown; the 

cases appear to have been diagnosed either as yellow 
fever, severe or pernicious remittent fever, African fever, 
and a dispute arose as to the nature of the fever. In the 
annual military returns one soldier is returned as having 
died of yellow fever, and the statement is made under 
date June 25th, 1884, that yellow fever and a severe type 
of remittent fever prevailed in the town during this year. 
There is no doubt that great confasion existed at the time 
between remittent fever and yellow fever. 
_ The term “bilious remittent fever” has been employed 
in a great number of cases as another name for genuine 
yellow fever; some have, however, regarded it as a 
distinct disease. From the history of | yellow fever on 
the West Coast it certainly appears probable that a very 
large proportion of the bilious remittent fevers were cases 
of yellow fever. When the fever assumed a more severe 
type and became epidemic it was called yellow fever; as 
long as the cases remained mild they were put down as 
remittent fever, 

The question therefore arises, Do the remittent fevers 
represent the mild forms of yellow fever? In this con- 
nexion if is interesting to note that there is some evidence 
from the MS. notes of the period that the “ endemial 
remittent fever of Freetown” conferred a certain degree 
of immunity against yellow fever, which would show that 
the remittent fever might be a mild form of yellow fever. 
Moreover, the fact that the natives escaped the severer 
form would also tend to show that they had had a milder 
form of the disease, probably the ‘endemial remittent.” 
Lawson states that some medical men of the period con- 
sidered that the natives did suffer from a mild form, which 
was capable of inducing the malignant form in the whites. 
Lawson himself considered that both diseases had a 
common cause. 7 

A Dr. Davies, practising in Freetown, reported a case 
of yellow fever on July 15th, 1884. Upon receipt of this 
report, the acting principal medical officer sent a letter 
to Dr. Davies, asking him upon what grounds he had 
diagnosed a case of yellow fever, and if “ he considered the 
case of yellow fever which he had had in his practice to be 
contagious or not.” Ina subsequent letter to the Governor, 
the principal medical officer stated that, in his opinion, 
Dr. Davies had made a grievous mistake in his diagnosis 
of yellow fever. This correspondence is of great interest, 
as showing the attitude of mind at the time as regards the 
nature and diagnosis of yellow fever. Yellow fever in 
the same year appears to have broken out at Rufisque, in 
another part of the colony. 

In 1884 the evidence shows that there was a considerable 
reluctance to notify the outbreak as yellow fever, and 
cases which terminated fatally and with the classical 
symptoms of black vomit were entered as “pernicious 
remittent fever,” ‘African fever,” “typhoid,” and 
“enteric fever.” The year 1884 showed a mortality of 
50 amongst the whites; probably the majority of these 
were yellow fever. 

In a report sent in July 30th, 1884, to the then Secretary 
of State—the Earl of Derby—by Sir Arthur Havelock, the 
Governor of Sierra Leone, it is stated that a fever, 
described as ‘' typho-malarial fever,” was prevalent during 
the months of May and June; recently arrived Europeans 
suffered most severely. The malignant symptoms of the 
disease became more marked every day. On June 27th 
the disease was described as a “ pernicious remittent fever 
on the borderland of yellow fever.” At the same time a 
private practitioner had already concluded that the 
disease was yellow fever, and the military medical officer 
had actually reported a case of yellow fever. On June 28th 
a European died of black vomit. On July 2nd two 
Europeans died of yellow fever, diagnosed as such by 
the colonial surgeon; on July 6th another fatal case 





occurred. After this date a few more cases occurred, but 
of a less virulent type. 

The final opinion—given on July 17th by the colonial 
surgeon and the other practitioners in Freetown—was that 
the disease was a “mild type of yellow fever of a non- 
contagious nature.” The Governor in his report states that 
a noticeable feature was that, as the disease assumed a 
more virulent type, it became more and more restricted to 
Europeans. The natives seemed to have complete im- 
munity from its attacks,’ there not being a single 
authenticated case amongst the negro population. 

To Sir Arthur Havelock’s covering dispatch is appended 
the report of the % goss Medical Committee, consisting of 
the acting colonial surgeon, the senior military medical 
officer, and Dr. Cole, a privaty practitioner. 

From the report it appears that the epidemic was most 
fatal in Westmorland, Rawdon, and Home Streets (the 
European quarter). The disease, they state, 


resembled yellow fever, or that type of pernicious remittent 
fever of a malignant destructive type having as its character- 
istics yellowness of the skin and conjunctivae, dark-coloured 
and very offensive alvine evacuations, dark-coloured urine 
containing blood casts and very obvious albumen, a a pulse 
and a persisting high temperature ranging from 102° to 105°. 
Vowiting, often persistent and very difficult to control, dark in 
colour and containing a large quantity of bile, in some cases 
with distinctly black vomit. 


Duration, five to seven days, and, in malignant cases, 
four to five days. 

The report describes the types of fever prevalent on the 
coast as intermittent fever or ague, remittent fever, 
enteric or typho-malarial fever, and pernicious malignant 
or yellow fever. They state that the years 1807, 1809, 
1812, 1815, and 1819 were marked by great sickness, the 
nature of which they do not state. They allude to the 
1823 yellow fever epidemic, and state that in 1825 ont. 
of persons attacked 263 died. Another epidemic 
commen in 1829, when out of 150 Europeans attacked 

1é . 

In 1837 an outbreak also occurred in April, preceded by 
very suspicious cases in January. The epidemic, they 
state, died down, passing insensibly into the common 
endemic remittent fever. In 1838 yellow fever appeared 
in February and ended in March. 

In 1839 6 officers died of yellow fever, and an appallin 
number of the troops, 7 officers of the Royal Navy, an 
13 seamen died. 

In 1845 yellow fever broke out amongst the crew of 
H.M. squadron at anchor in the Roquelle River. A 

In 1847 yellow fever was epidemic in Freetown during 
June, July, and August. 

In 1859 also an epidemic broke out, when 100 Europeans 
died of yellow fever. Cases also occurred in 1865 and 


In 1872 there was an epidemic, and 6 deaths occurred 
in December of yellew fever. The total mortality from 
this disease may have been 250. 

Dr. Lamprey, describing the cases of yellow fever in the 
1884 epidemic in the British Mepican Journat, 1885, 
states that the outbreak of yellow fever in Sierra Leone 
was sporadic in origin, the undoubted product of Freetown, 
and that all attempts to trace its origin to a non-sporadic 
source had failed. 

He notes the difficulty of distinguishing between the 
bilious remittent fever and yellow fever. He states that 
in 1853 yellow fever was present, and that an epidemic 
occurred in 1825. He states that also in the years 1829, 
1837, 1838, 1839, 1845, 1865, 1866, and 1872 there were 
very many cases of yellow fever. 

In the 1884 epidemic he notes that the total death-rate 
amongst the native population was 35 per 1,000, and 
amongst the Europeans 6 per cent. per month. The 
epidemic commenced in May and lasted until August. 

He then describes in detail the —— of a large 
number of cases. There can be no doubt, therefore, that: 
there existed a severe yellow fever epidemic in 1884, _ 

Examination this year (1910) of the scanty medical 
reports of Freetown shows that in the year 1893, 4 deaths 
occurred from pernicious malarial fever. 

In 1894 the statement is made that there were 16 
deaths amongst the Europeans, of which 15 were stated 
to be due to bilious remittent haemorrhagic fever and 
1 from malignant malarial fever. Three of the cases 
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died within thirty-six hours of their landing from the 
rivers. 

Of course, it is nos now possible to be certain whether 
there were cases of blackwater fever or whether some of 
them were not genuine yellow fever cases. 

In 1899 there were 17 cases of remittent and 6 cases 
of bilious remittent fever entered in the hospital 
records. 

In 1900 the statement is made in the annual report that 
there were 2 cases of yellow fever in the six years from 
1885 to 1891. 

In 1908 a Syrian died with symptoms which the 
medical officer who was in attendance regarded at the 
time as a case of gastric ulcer. He now thioks that it 
might very well have been a case of yellow fever. 

In 1909 a fatal case occurred which, in the light of 
recent experience, the medical officers who were in 
attendance now conclude was yellow fever. 

In 1910 some 10 cases of yellow fever have been 
reported, of which 8 proved fatal, but there may have 
been m>re cases and more deaths. The one fact me By is 
certain is that the disease was F gene fever, and that the 
Syrians were the first atiacked and amongst whom the 
greatest mortality occurred. The outbreak occurred in 
May, and continued into September. 

From the preceding history of epidemic and endemic 
disease in Freetown, the reader is, in my opinion, forced 
to bat one conclusion—that in the case of Freetown, as in 
the case of the towns in Central America, South America, 
and the West Indies, yellow fever in a mild or virulent 
form has been a disease common among those living 
in the Stegomyia-infected towa of Freetown since its 
foundation to the present day. 

In the preceding account yellow fever is diagnosed and 
carefully described by well-known military and naval 
pene fully conversant with the disease in other parts 
of the world, and the descriptions which they have left in 
manuscript prove that their diagnosis was correct. 

Again, there is the history of the almost annual occur- 
rence of outbreaks of black vomit—a disease which all 
. observers mention—attacking new-comers in preference to 

the indigenous inhabitants. Indeed, authorities were agreed 
that the permanent black population did not get the 
severe yellow fever of the white man. Some authorities 
bagan to discuss the relationship between the common 
mild, endemial, remittent fever, or asclimatizing fever 
0’ Freetown, with yellow fever, and many concluded that 
tie mild form could pass into the severe yellow fever. 
Others concluded that both had a common parent; others, 
again, that the remittent fever of the native could give 
rise to the yellow fever in the white man. 

Another authority of the time concladed that the 
endemial remittent fever conferred a certain degree of 
immunity against yellow fever. All these are points 
which have, over and over again, been discussed in 
countries where yellow fever is endemic. They are 
all based on accurate observation, for no doubt the 
mild endemial remittent fever of the inhabitants of 
Freetown was in very many instances mild yellow fever, 
and it naturally conferred a certain degree of immunity, 
or perhaps complete immunity, to a subsequent attack 
of yellow fever. The endemial remittent fever of the 
native was the source from which the Stegomyia 
obtained its infection. The outbreak which has taken 
place this year (1910), and in which the Syrians were early 
infected, is, in my opinion, the final proof of the essen- 
tially endemic character of the disease in Freetown. The 
Syrians have in recent years increased in numbers in 
Freetown. They are engaged ina small trade, and live 
with and amongst the natives in the more crowded parts 
of Freetown. Their yards and those of their neighbours 
were infested with Stegomyia. It was but natural, 
therefore, that yellow fever should first manifest itself 
amongst them, as they were obviously most exposed to 
the infection. On the other hand, the merchants and 
officials living in better and less congested quarters 
suffered to a far less degree, whilst those completely 
segregated were not affected at all.* 





* Sir William Pym, in commenting upon the origin of yellow fever 
in West Africa, states the great difficulty of bringing positive proof 
of its existence amongst the natives, because they heve it in so mild 
a form that it does not kill. He mentions how the Croomen escaped 
yellow fever in the West African squadron when the white crews were 
suffering and dying from the disease. He concludes that it is reason- 


Taking into account the very numerous outbreaks and 
sporadic cases of yellow fever which have been described 
in Sierra Leone daring the nineteenth century up to date, 
and bearing in mind that after no epidemic or sporadic 
case was any town fumigated to destroy the infected 
Stegomyia, we may be certain that, following the laws of 
yellow fever, cases of the disease occurred in intervening 
years. When these facts are borne in mind, and the same 
reasoning applied to the other colonies in West Africa, we 
are in possession cf facts which, in my opinion, place it 
beyond a doubt that yellow fever is endemic on the West 
Coast of Africa. 

Bérenger-Féraud, one of the great historians of recent 
times on yellow fever, especially in Africa, contends that 
Sierra Leone is the endemic source of yellow fever in 
West Africa, and compares it to Mexico and Cuba; he 
farther remarks upon the great efforts which the English 
authorities took to deny the existence of yellow fever. 
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IIL. 
YELLOW FEVER IN SOUTHERN NIGERIA. 


It would be strange, in view of the reasons which I have 
put forward for regarding yellow fever as endemic in West 
Africa, if a colony like Southern Nigeria, where the pre- 
vailing town mosquito is the Stegomyia calopus, and 
close around which the existence of yellow fever has been 
officially chronicled daring the past fifteen years, should 
be exempt from endemic yellow fever. I am of opinion, 
however, that yellow fever is endemic, and that in all 
probability, as in other colonies, the disease has long bcen 
overlooked and mistaken for other diseases. Unfortunately 
the medical records which have been kept in the hospitals 
in the past have been of a very scanty nature, and there 
are no careful manuscript records of the diseases prevalent 
amongst the troops and sailors similar to those which have 
been preserved in Freetown. 

There has been, however, a strong opinion, expressed 
by many of the experienced traders, that the disease 
which has proved rapidly fatal to the white man on 
several occasions, and which had at the time been 
attributed to a malignant form of malaria, was in all pro- 
bability yellow fever. This view is much strengthened 
by tho outbreak of yellow fever which took place in Bonny 
in 1899, and by the undoubted cases, in my Opinion, of — 
yellow fever which occurred in Lagos in 1893-4, and again 
in 


I will now briefly record the outbreaks and supposed 
outbreaks of the disease in some of the chief towns of 
Southern Nigeria, in order that the student may realize 
why I consider yellow fever endemic in Southern Nigeria 
at the present time. 


YELLOW FEVER IN SouTHERN NIGERIA, 


Warri. 
The medical officer reports that a tradition exists that 
there was a yellow fever outbreak at the European 
factories about the years 1860-70. 


able to suppose that the Croomen had already had the disease in their 
native country. 

The opinion of the acting principal medical officer, Dr. Kennen, 
and of others was that the epidemic of 1910 had a local origin 
and was not imported. This opinion of the endemic origin of the 
epidemic of yellow fever was the view most frequently adopted by 
those who had been called upon to investigate outbreaks in the past. 
Investigation failed in 1910,as in past years, to prove importation. 
I concur, as the result of examination of the facts on the spot, with 











the endemic origin of this outbreak. 
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Calabar. 
An undoubted case occurred in the years 1830-1. 


Bonny. 

In 1873 several deaths were recorded which might have 
been due to yellow fever. 

In 1883 it is stated that an outbreak of yellow fever 
occurred, due to importation from Freetown. 

In 1890-1 a very serious outbreak is recorded of what 
was unquestionably yellow fever. The medical officer, 
Dr. Parker, was certain that it was genuine yellow fever. 
The description of the symptoms is such as to leave no 


doubt as to the nature of the disease—the disease was 


thought by some to be malignant malaria, and was attri- 
buted to the pulling down of an old factory ; others main- 
tained that if was introduced in the straw and litter on 
a ship coming from South America. The natives were 
not affected. There were 11 cases and 9 deaths amongst 
the population of 15 white men. 

Dr. A. J. Brown, who was in Bonny at the time, informs 
me that he attended two of the cases. The symptoms 
were headache, pain, great prostration, albuminuria, 
yellowness, persistent black vomiting. 

Dr. Parker, who was the medical officer at the time, 
stated that he was convinced that the disease was yellow 
fever. He subsequently contracted the disease and died. 

Dr. MacDonald, Bonny, has furnished me with notes 
of a suspicious case which occurred in 1909, six weeks 
after arrival in Bonny. The diagnosis at the time was 
“gastritis and jaundice.” No malarial parasites were, 
however, found in the specimens of blood which were 
repeatedly examined. 

From numerous inquiries which I have made, there can 
be no doubt that yellow fever occurred in Lagos in a 
virulent form from 1894 to 1895. Thus, I have it on 
reliable authority that seventeen members of a mission 
arrived from England in Lagos on December 13th, 1893. 
Of these, five had died by the end of January, 1894. In 
addition, a resident missionary, and the young child of 
another miesionary, had also died. The cases presented 
the classical symptoms of yellow fever. According to Ott, 
cases were reported at Lagos in 1896, 

At Sapoli in 1898-9, there were a considerable number 
of suspicious deaths, and in 1907 an outbreak of a severe 
type of fever was recorded at Widah. 

Examination of the medical notes in the hospital at 
Lagos convinces me that genuine well-marked cases of 
yellow fever occurred in the years 1902-5. There were 
also many mild cases. 

The symptoms recorded are violent headache and body 
pains, high temperature, slow pulse, suppression of urine, 
black vomit, and coma, terminating fatally. In 1905 the 
symptoms recorded could hardly be those of any other 
disease but yellow fever, yet the diagnosis made at the 
time included “fever and gastritis” and “fever and 
morbus cordis”—a diagnosis which Ott also states was 
made in Togoland. I am, therefore, strongly of opinion 
that in Lagos one of the causes of mortality in the past 
has undoubtedly been yellow fever. When it is recol- 
lected how little is known of the fevers amongst the 
60,000 native inhabitants of Lagos, and when it is under- 
stood that by far the most abundant mosquito is the 
Stegomyia, it is not unreasonable to assume that the 
natives in all probability suffer from a mild type of yellow 
fever, and that therefore yellow fever is endemic. 

Farther evidence in favour of this contention is fur- 
nished by the admitted frequent presence of yellow fever 
in Dahomey and Togoland close by (see the paragraphs 
on these colonies). I must also be recollected that, just 
as in the case of Sierra Leone, the infected Stegomyia 
were not destroyed by fumigation, but were left to 
propagate the disease. 

(To be continued.) 








IN a recent note on Cinematographic Microscopy we 
mentioned that Messrs. Pathé Fréres, of 31 and 33, Charing 
Cross Road, were always willing to exhibit their films 
illustrative of micro-organic life to medical men on pre- 
sentation of their cards. The firm now requests us to 
state that, owing to the number of medical visitors, it has 
set aside Friday afternoons for the demonstrations in 
question. 
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PATHOLOGIST TO THE DAVID LEWIS NORTHERN HOSPITAL LIVERFOOL. 





In a recent vumber of the Journal of Obstetrics and 
Gynaecology of the British Empire' I have gone fally 
into the pathological lesions found in eclampsia and their 
interpretation. On this occasion I wish, in the first place, 
to summarize some of the evidence given in that paper, 
and especially that part of it which seeks to show that 
the single, although complex, type of toxin which I take 
to be the cause of the disease is capable of producing 
a very definite polymorphism of lesion in such an organ 
as the liver ; I should then like to add some confirmatory 
evidence which has come my way since that paper was 
published ; and, finally, to give certain new therapeutic 
suggestions which are rendered at least plausible by the 
results I will Jay before you. 

It is very necessary that I should make it absolutel 
plain that [ am referring to an acutely toxaemic atta 
occurring in the puerperal state without any evidence 
of pre-existing chronic nephritis. Of those convulsive 
and other toxaemic conditions occurring in pregnancy 
associated with a chronic inflammatory lesion in the 
kidney I can say nothing. I have had no ay 
of examining such cases, and their exact relation to 
eclampsia on the one hand and to uraemia on the other 
must at present be difficult to determine. The problems 
presented by uraemia itself are so vast and complicated, 
as may well be jadged from a perusal of the experimental 
work on record,’ that a combination of eclampsia and 
renal disease, with inter-relation of the two, is likely to 
present still greater difficulties for elucidation. 

You will understand, then, that [ limit myself to that 
acute and usually convulsive toxaemia which tends more 
particularly to affect previously healthy young primiparae, 
which commences most commonly quite suddenly, but 
which may develop in a more ingravescent form during 
some days or weeks (pre-eclamptic stage), which in the 
event of a favourable issue very rapidly and completely 
clears up, and which is characterized by Len ts es 
tive, as opposed to inflammatory, lesions in the kidney. 

The difference of opinion as to the nature of eclampsia 
is, as your know, extremely marked—the divergence 
ranging from the view that the disease is indistinguishable 
from uraemia to the idea that it is a disease as peculiar to 
pathology as is the ovum to pregnancy. That the condi- 
dition is not a simpie uraemia the most satisfactory 
histological evidence goes to prove. I think, too, that a 
correct interpretation ot the lesions will show them to be 
peculiar neither to eclampsia nor the puerperal state, but 
to occur in whole or in part in certain other natural and 
experimental conditions. ; 

As seen in the liver, the lesions of eclampsia consist of 
three definite and distinct changes. First, and without 
exception, there is a degenerative change widespread 
throughout the organ and varying in intensity in different 
cases. This degeneration is usually rather more marked 
towards the centre of the lobule, and may in that region 
proceed to a little irregular necrosis. Secondly, and very 
commonly, although by no means invariably, there is seen 
towards the surface of the liver a very peculiar condition 
of focal necrosis in the periphery of the lobule. This 
necrosis is strictly limited to the outer zone or to part of if, 
and does not gradually merge into the degeneration seen 
in the middle and inner zones. And, thirdly, there is 
frequently seen, particularly towards the surface of the 
organ, a certain amount of blood extravasation, especially 
in association with the necrosed areas. hel 

The points of greatest importance are, first, the invari- 
able degenerative change, and, secondly, the absolute lack 
of relation which this bears to the focal necrosis. In 
other words, the clinical severity bears no relation to the 
amount of necrosis seen post mortem. ; 

An explanation of these peculiarities is found in the 
complex nature of the toxin at work. It contains both 


* Read at a pathological meeting of the Liverpool Medical Institution 
on December Ist, 1910. 
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haemolytic (that is, cytolytic) and haemagglutinative 
elements, the universal degeneration being produced by 
the former and the focal necrosis by the latter, massed 
red cells obstructing the contributory blood vessels in 
those areas where the circulation is slowest. A minute 
examination of the blood vessels confirms this view in 
every detail, and indicates that the fibrinous thrombosis 
which is so frequently seen in the larger vessels is a 
merely secondary phenomenon. 

Now the two processes of haemolysis and haemagglutina- 
tion, while closely associated, are to some extent antago- 
nistic, and a slight increase of haemolytic power by 
rapidly dissolving the red cells will absolutely prevent 
agglutination, and thereby necrosis. It will be seen, then, 


‘how readily the appearances may vary as the result of 


a variation in the proportion of these two to one 
another. 

The haemorrhages are due to a third element—a cyto- 
lysin specialized for endothelial cells, and known as 
endotheliolysin. Its results are well seen in the liver and 
brain, and the changes in the vessel walls are best studied 
in this latter situation. There appears to be some slight 
relation between haemagglutination and endotheliolysis, 
for the haemorrhages are usually best marked in the 
region of the necrotic areas; but, at the same time, this 
relationship must be but slight, as necrotic areas can often 
be seen without haemorrhage, and, in the brain at least, 
very marked changes in the vessels leading to escape of 
blood occur without any evidence of haemagglutination. 

Clinically, it is at once apparent that a fourth toxic 
principle must be present—a neurotoxin. But when one 
comes to examine the nervous system for evidence of this, 
one is drawn up rather sharply by the difficulty of distin- 
guishing between primary lesions and those produced by 
vascular disturbance. I have recently, through the 
courtesy of Dr. Moore Alexander, had an opportunity of 
cutting sections of the brain of an eclamptic. Macro- 
scopical examination showed numerous rather large 
haemorrhages in the substance. Microscopically, very 
interesting changes were made out. The 8 were 
markedly degenerated, the Nissl granules were broken 
up and in places had disappeared altogether; the nuclei 
frequently stained defectively, and occasionally tended 
to be eccentric in position. Great irregularity of the 
epitheliam lining the vessels was also seen, the cells 
being either swollen and granular or more commonl 
absolutely broken down. I would certainly have pra 
these nerve cell changes as primary, but Dr. William 
Warrington tells me that the vascular changes are 


sufficient to account for them. He also allows me to: 
record an eclamptic brain examined, by himself where | 


haemorrhages were present, and the nerve cells showed 
the same appearances, 

To sum up, then, there are four constituents of the 
eclamptic toxin—a haemolytic, a neurotoxic, a haem- 
agglatinative, and an endotheliolytic. Of these only the 


first two can be demonstrated to be constantly present, ' 


although the third may also be there but masked.- Déath 
ew J ensue withouf marked extravasation of blood— 
endotheliolysis—although it cannot be doubted that a 
serious haemorrhage into a vital part of the brain some- 
‘times determines a fatal result where the haemolytic or 
agglatinative lesions do not appoar inconsistent with the 
continuance of life. 

Coming now to experimental and natural conditions 


‘produced by toxins in part or wholly similar to the 


eclamptic poison, I desire to direct your attention briefly 
to two-groups of these—first, lesions produced by the 
inoculation of certain immune serums; and secondly, 
the lesions and effect on the circulation developed in 
snake ry nee 

By the inoculation of serums containing in vitro haemo- 
lytic and haemagglutinative factors for the red cells of the 
a there have been produced lesions in the liver 
and kidney which bear so marked a resemblance to those 
‘seen in eclampsia that it will be unnecessary to detail 
them. I will merely state that fibrinous thrombosis may 
there also be secondarily produced, that in neither liver 
nor ed is there any round-celled deposit till a late 
stage, that the haemolymph elements are increased (there 
is some evidence that this likewise occurs in eclampsia), 
and _ an endothelial toxin is almost, if not quite, 





In venom poisoning all four principles of the eclamptic 
toxin are found, but in very varying egree. In the cobra 
the results are mainly haemolytic and neurotoxic: in 
crotalus, mainly endotheliolytic with relatively little 
haemolysis and lutination ; in Daboia russellii, almost 
purely haemagglutinative. Death, however, in this last 
supervenes with extreme rapidity. It will be noted, 
therefore, that the lesions produced by any one venom 
are not necessarily any more representative of snake 
poisoning in general than are the lesions of any one case 
of eclampsia. This does not at all affect the general 
comparison; the polymorphism of lesion in eclamptic 
cases a8 a whole corresponding to that of poisoning by 
various snakes. : 

Nowak,’ in a study which is more cytological than 
histological, describes the lesions of experimental venom 
poisoning as consisting in the liver of fatty, granular, and 
vacuolar degeneration, with focal areas of necrosis towards 
the periphery, and a complete lack of relation of these two 

rocesses. In the kidney he notes a degenerative change, 

imited to the convoluted tubules. 

Kilvington,* in a study of the changes in the nerve cells 
after poisoning with the venom of Hoplocephalus curtus, 
describes a condition of the cells with chromatolysis and 
breaking up of the Nissl granules very similar to that 
detailed above. This communication has an added 
interest in that he found no vascular changes present, but 
as he remarks that the lesion closely resembles that fol- 
lowing the administration of fatal doses of abrin (which is 
a haemagglutinative poison), it is not quite easy to follow 
him on this point. { 

In addition to this pathological similarity, there are 
numerous clinical links binding the two together. The 
extreme rapidity and completeness of the recovery which 
may occur, the preliminary raising of the blood pressure 
which has been described in experimental cobra poisoning, 
and which may last till very near the end,’ and the 
tendency to septic infection, are features common to 
both. 

The importance of appreciating this close similarity 
between the two cannot be overestimated, for it gives 
an indication of the type of poison to be looked for. 
Personally, I would have conducted a recent investi- 

ation of the placenta on somewhat different lines had 
i known a year ago what I have submitted to you this 
evening. , 

A further importance accrues when one considers the 
possibility of making some | cpa and therapeutic use 
of these data. Flexner and Noguchi® and others have 
demonstrated the very broad spocnelty of the venomous 
constituents. Anticrotalus (rattlesnake) serum prevents 
the haemolytic action of ail venoms, there being only a 
quantitative difference, while antivenin (cobra) neutralizes 
the haemolysis of crotalus but imperfectly that of certain 
others. The question naturally arises, Is the specific 
nature of the haemolysin and neurotoxin limited to snakes 
alone or does it overlap and include to a greater or less 
extent. such a condition as eclampsia? To settle this 
point it became advisable to test pregnant and non- 
pregnant serums with various venoms to determine 
whether any difference could be made out between the 
two as regards the resistance to haemolysis or the pro- 
duction of precipitins. Unfortunately I found it rather 
difficult to obtain a supply of venom, and only recently, 
through the great kindness of Dr. Calmette, have I 
received some dried cobra venom. Crotalus venom for 
precipitin tests I have not yet acquired. While awaiting 
venom, I carried out some experiments with antivenin, 
but as this proved to be without precipitating action on 
normal serum or haemolytic action on normal red cells it 
was of no service. 7 

In the meantime, however, the most ample confirmation 
of my suppositions has been given by Biirgers.’ In a 
paper comparing maternal with fetal opsonins, he recalls 
an observation of Bauer’ that there is a cobra-haemo- 
lysin-inhibiting element in fetal blood from the umbilical 
cord. Biirgers accordingly tested non-pregnant, pregnant, 
and fetal serums for this phenomenon, and obtained “ the 
or result that the mother’s serum as well as the 
child’s restrained haemolysis.” I have, therefore, been 
forestalled in this investigation, but on the whole I do not 
regret it, since Biirgers’s results, which are exactly what 
a study of the lesions had led me to believe might prove 
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to be the case, were obtained without the slightest thought 


of any etiological significance. : 

Since obtaining cobra venom, I have had only a short 
time in which to confirm this work, but so far as I have 
gone I am in be gp pmom with him. I will not give my 
results in detail at present, as I hope they will, when 
nt ey gn age of a Sen eae red oo 

iagnosis in vitro of pregnanc complement-fixation 
and haemolytic tests. Much vt this work is already 
finished. I should, however, like to mention that the 
serum from a case of eclampsia (aged 27, primipara, 
6 months, considerable mental clouding, labour pains 
absent) has quite failed to demonstrate this inhibition. 
Nor was this result due to any direct action of the 
eclamptic serum on the red cells in the absence of venom. 

There is, then, very considerable evidence that the 
pregnant woman is protecting herself against a poison 
directly comparable to a venom, and on this ground I wish 
to suggest that there may be some therapeutic use for 
antivenin in eclampsia or the pre-eclamptic state. Judg- 
ing from its action in snake poisoning, the likelihood of 
usefulness is very much greater in the latter. I make no 
apology for bringing forward this idea without having 
practically tested it. In a disease so relatively rare as 
eclampsia, the experience in treatment ofany one man can 
count for little, and such a measure as I have suggested 
must be tried on a large scale to be proved or disproved. 
I would remind you that antivenin is as harmless as any 
other antitoxic serum, and may, and indeed should in 
eclampsia, be given in large quantity by intravenous 
injection. There is, of course, no reason for omitting any 
other therapeutic measure which may be considered 
advisable. 

There is still one further suggestion which I would make 
as @ result of this pathological study. The convulsions 
of eclampsia are in no way an essential of the toxaemia. 
Patients occasionally die quietly in coma with lesions 
identical with those found in cases of convulsive seizare. 
Arrest of the convulsions, therefore, is not necessarily 
antidotal, but has the merit of saving the patient’s 
strength. It should be accomplished, then, in a way as 
little harmful to the patient as possible. It follows that 
anaesthetics, which are powerful cell poisons, are bad. 
The other two standbys in this regard are veratrum 
viride and morphine. While both are undoubtedly useful, 
neither is quite free from the breath of suspicion, and it 
appears to me that there may be some field for intrathecal 
injections of magnesium sulphate. These have proved 
useful in tetanus, and there is no reason why they 
should not prove of equal service in the treatment of 
eclampsia. 

1Leith Murray, Journ. of Ober alice Brit. Emp., 1910, October 
2Pearce, Arch. of Intern. Med., 1908, August. 8 Pearce, Journ. Med. 
Res., 1904, vol. xii, p. 329; ibid., 1906, vol. xiv, p. 541; Journ. Exp. Med., 
1906, vol. viii, p. 64. 4 Dudgeon, Panton, and Ross, Proc. Roy. Soc. Med., 
1908, vol. ii, December. 5 Nowak, Ann. de l’Inst. Past., 1898, vol. xii, 
D. 369. SKilvington, Jowrn. of Phys., 1902, vol. xxviii, p. 426. 7 Elliot, 
Lancet, 1904, vol. i, p. 715. 8 Flexner and Noguchi, Un. of Penn. Med. 


Bull., 1903, vol. xv, p. 345. 9 Biirgers, Zeitsch. f. Immunitat. (orig ), 


ea 5, H. 5, p. 648-649. 40Bauer, Muench. med. Woch., 1909, 
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In the last few years great interest has centred around 
the administration of scopolamine during labour. At 
the suggestion of the Master of the Rotunda Hospital 
(Dr. E. Hastings Tweedy), we decided to study the 
subject, and propose to give an experience in a series of 
selected cases—namely, one hundred primiparae. We 
considered that tests of such a comparatively new 
anaesthetic would be of more statistical value if primi- 
parae only were selected. The average duration of labour 
is longer than in multiparae, and the occurrence of un- 





*Read before the Obstetrical Section of the 


k oyal Acade 
Medicine in Ireland, October 28th, 1910. en 





expected abnormalities, such as post.partwm haemerthage 
and adherent placenta, less common. 

It may be asked why we present a record of 100 
cases since we began our study in September, 1908. Our 
answer is that we only administered scopolamine when the 
labour ward was quiet and comparatively empty, so that 
strict attention could be paid to mother and cnild, We 
excluded all patients who were quiet and undemonstrative, 
and all those who came in well adyanced in labour. 

We began with a dosage of scqpolamine hydrobromide 
séo grain, and morphine sulphat) } grain. After trying 
various amounts we fixed on scopolamine ;}, grain and 
morphine 3 grain as a safe and efficient dose. When 
repeated the morphine is omitted. Merck’s preparation 
was used throughout. It is supplied in ,j, grain tablets. 
As we always made up a fresh solution tor each dose, it 
was found convenient to use half a tablet each time. This 
accounts for our dose of ;3, grain instead of ;3,5 grain as 
usually advised. Other makers’ preparations are no doubt 
equally good, but many contradictory symptoms occur 
from using different preparations of apparently the same 
drug. ‘Therefore we thought it advisable to confine 
ourselves to one trustworthy preparation. 

When dealing with a new procedure it is natural to 
follow authoritative teaching, and at the start we based 
our method of administration on Professor Krénig’s paper, 
read before the British Medical Association meeting in 
1908. In some of our early cases we unwittingly departed 
from accepted doctrines, and it was from these cases that 
we think we obtained some of our most valuable 
information. ‘ 

In recording our cases we have paid attention to the 
following conditions : 

1. The power of the drug to relieve pain. 

2. Its influence on the force of the pains. 

3. Its effect on the child, and particularly if this were 
manifested to a greater degree when delivery quickly 
followed the administration of the scopolamine. 

4. The necessity for watching the patient. 

5. The occurrence of abnormalities, such as delayed 
labour, forceps delivery, lacerated perineum, retained 
placenta, and post-partum haemorrhage. 


I—Tue Power oF ScopoLaMINne TO RELIEVE Pain. 

In previous papers it has been suggested that complet- 
amnesia with unconsciousness of pain is desirable. Asa 
rule, this is only obtained and maintained by repeating 
the dose every two hours for two or three doses. We are 
satisfied with a slighter effect, and we consider the 
purpose of the drug fulfilled if the patient sleeps between 
the pains, waking up with more or less demonstration 
during the height of the contraction, and again falling to 
sleep when the pain is over. One dose sometimes suffices 
to cause somnolence, and often deep sleep during as well 
as between pains. We endeavoured to select patients that 
were particularly noisy.and demonstrative, in order to be 
able to say definitely how much effect the drug bad on the 
sensibility of pain. 

The results were as follows: Ten women exhibited 
complete analgesia, having no knowledge of pain even 
when the child was born. 

In 57 cases there was a marked effect; sleep between 
and often during the pains, with great decrease in 
suffering. a 

In 20 cases the effect was fairly good as regards relieving 
the pain to a certain extent, but the patients did not sleep 
at all. 

In 13 cases there was no effect whatever. In 4 of these 
the drug was lost because of rapid vomiting. Eight 
received too small a dose; in none of them was it 
repeated. One patient, after two doses by mouth and one 
hypodermic injection of ;}, grain, x4 grain, and 
ris grain respectively, showed no result, 


Method of Administration. 

Of the 10 patients exhibiting complete amnesia, 3 
received one dose by mouth, 6 received one dose bypo- 
dermically, and 1 received two doses hypodermically. 
After mouth administration the shortest interval to elapse 
before delivery was an hour and a half, the longest six 
hours, and the average three and a third hours. The 
shortest interval after hypodermic injection was an hour 
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and a half, the longest fifteen hours, and the average 
six hours. 

Of the total number of cases, 37 received the drvg by 
mouth alone; 5 of these vomited. This cannot be said 
to result from the scopolamine, as other sedatives—for 
example, chloral, bromide, or laudanum — are often 
vomited when given by mouth durivg labour. There- 
fore hypodermic injection is only preferable when the 
pitient shows a tendency to vomit, otherwise mouth 
alministration is the pleasanter method. The results 
we obtained by the latter method were in every way as 
satisfactory as by the former. c##2j. 2B¢0" | stane bowl 


II.—Tase InFLuenck oF THE DruG ON THE UTERINE 
CoNnTRACTIONS, 

The rules which we intended to follow in administra- 
tion were that the membranes should be unruptured, 
the fetal heart normal, the os not more than three- 
quarters dilated, and the pains of normal frequency, 
strength, and duration—that ie, pains every five to seven 
minutes, Jasting forty-five seconds or more, the uterus con- 
tracting firmly with each pain. These data are observed 
by palpating the uterus for three or four successive pains. 
If only these cases are considered suitable for scopolamine, 
there must be omitted many cases of primary uterine 
inertia which are a source of annoyance and worry to the 
doctor and anxiety to the patient's relatives. To ensure 
good statistical results these patients should be omitted, 
bat the atmosphere of quiet and comfort that is induced 
by the use of scopolamine makes them eminently suitable 
cases for its use. This we discovered in one or two of our 
early cases which at the time of administration we thought 
to be in strong labour, because of their noisy demonstra- 
tions. Scopolamine unmasks the true condition, and the 
relief of suffering with almost total disappearance of pains 
is disconcerting if the precaution of palpating the uterus 
before administering the drug is neglected. But contrac- 
tions of ten to fifteen seconds’ duration, with an outcry 
lasting one to two minutes, and slow dilatation of the os, 
enable one to recognize inertia. If scopolamine is used 
in these cases the delay should not be attributed to the 
drug. Opium and chloral have a somewhat similar effect. 

For the sake of comparison, we collected a series of 

100 consecutive primiparae from the first of the year, 
excluding those with eclampsia, macerated children, ab- 
normal presentations, and ante-partum haemorrhage. In 
these cases the average duration of Jabour was 17 hours. 
The longest labour was 107 bours, and the chortest 2 hours. 
In the cases that received scopolamine, the average 
Jength of labour was 31 hours. The longest labour lasted 
71 hours, and the shortest 5} hours, giving an average of 
14 hours’ longer Jabour in the scopolamine patients. 
_ This prolongation of labour can be explained by the 
oclusion of the cases of inertia mentioned, and the fact 
that we endeavoured to choose those patients least 
capable of bearing pain—in other words, those bound in 
= event to have a more or lees prolonged labour. In 
addition, the 100 consecutive cases include a Jarge number 
of patients who were admitted too far on in Jabour, or too 
quiet to need scopolamine. They also inclade a number 
of cases of rapid labour common enough in primiparae, 
but excluded as unsuitable for scopolamine. If we had 
selected 100 cases which would have been suited for 
scopolamine, but did not receive it on account of the 
crowded condition of the labour ward, the discrepancy 
would probably not be so marked. 


IIL.—Tae Errect on THE Fetus. 

Much has been written about the dangers to the fetus, 
but from our cases we conclude that this has been much 
omngqurates. One child was born in a condition of apnoea. 
Its birth occurred four and a half hours after a hypo- 
dermic injection of 53; grain scopolamine and } grain 
morphine. This effect is much more likely to have 
been due to morphine than scopolamine. It revived 
aféer boi baths and Schultze’s artificial respiration. 
Two children were born dead, both delivered by forceps 
after delay in the second stage. Wherever a child 
dies as a result of delay in the sccond stage, it is un- 
doubtedly dae to an error in technique and should not be 
laid at the door of scopolamine. The drug was adminis- 
tered fifteen and twenty-six hours respectively before 
delivery, one hypodermic injection to each patient. There 





were obviously cases of inertia, and thie, and not the 
scopolamine, was the cause of death. In the other series 
there were also two deaths of children during labour, one 
delivered by forceps and one naturally. 


IV.—NEcEsSITY FOR WATCHING THE PATIENT. 

The statement has been made that the doctor must con- 
finuously watch a patient who is under the influence of 
scopolamine. If this be true, it immediately condemns 
the treatment in the eyes of most practitioners. But 
such care is unnecessary. The nurse should be instructed 
to keep a watch on the perineum for signs of pressure, as 
occasionally delivery occurs unexpectedly. If the patient 
is asleep she should be kept on her side to prevent the 
possibility of the tongue falling back, an occurrence 
common to all forms of anaesthesia. Abnormal menta! 
effects were observed only in two cases, one patient becoming 
excited and talking incoherently for a short time. The 
other patient had an almost painless delivery, and about. 
an hour later, after having been quiet and rational since 
delivery, got out of bed because she wished to use the bed- 

an. She-offered no resistance, and returned to bed 
immediately when told to do so by the nurse who was in 
the room. She said she knew what she was doing but 
had an irresistible impulse to leave her bed. She was 
quiet afterwards. There was no case of actual delirium. 

A darkened room is supposed to be necessary for good 
results, but we never purposely kept the room dark, and 
we consider to do so would be a disadvantage, as it might 
possibly interfere with the nurse’s watch for the compli- 
cations indicated—that is, unexpected delivery and falling 
back of the tongue. 


V.—TueE OccurRENCE OF SUCH ABNORMALTIES AS LACERA- 
TION OF THE PERINEUM, Forcers Denivery, RETAINED 
PLACENTA, AND Post-PARTUM HAEMORRHAGE. 

It might have been expected that laceration of the 
perineum would be more frequent in-patients delivered 
while under the influence of scopolamine because the 
absence of pain enables the patient to bear down more 
vigorously. There were 59 lacerated perineums, which is 

4 per cent. more than our usual yearly average, 45 per 
cent.; but in the 100 primiparae we took for comparison 
there were 65 lacerations. 

Forceps was applied nineteen times for delay in the 
second stage, as compared with nine times in the other 
series. This is again in most part due to the selection of 
the cases, and the inclusion of cases of inertia. Occasion- 
ally we have noticed delay in the second stage resulting 
from the patient not bearing down with uterine contrac- 
tions ; the absence of pain instead of making the abdominal 
muscles act more vigorously, that is, the usual action, 
caused cessation of voluntary effort, and keeping the 
patient awake, encouraging her to bear down and pressing 
on the fundus were sufficient to effect delivery. 

Post partum haemorrhage occurred twice in the scopola- 
mine series, once after chloroform and forceps, once 
when the membranes were retained. The other series 
showed one post-partum haemorrhage and one manual 
removal of an adherent cotyledon remaining, after easy 
expression of the placenta at thirty minutes. The post- 
partum haemorrhage occurred after the administration of - 
chloroform for the application of forceps. 

The average length of the third stage was thirty-five 
minutes in the scopolamine cases and thirty-three minutes 
in the others, the longest and shortest third stage in 
the former series being ninety minutes and ten minutes 
respectively, and in the latter series 120 minutes and ten 
minutes. Expression caused delivery of the placenta in 
every case. 

Conclusions. 

Our conclusions, as far as may be jadged by 100 cases, 
are: 

1, Scopolamine need not be given in larger doses than 
thy grain. yi : f 

2. In the majority of cases ii may be given advan- 
tageously by the mouth. 

3. It is undesirable to keep patients in a darkened room 
whilst under its influence. 

4. The patient should be carefully watched. This can 
be done rs prt well by the nurse as by the doctor. 

5. No ill effects to mother or child need be expected to 
follow the rational administration of scopolamine. 
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6. Whilst its chief indication will be found during the 
first stage of labour, the fear of rapid delivery following 
its use is not a contraindication. 

In conclusion, we wish to thank the Master, Dr. Hastings 
T weedy, for permission to publish our results and also for 
mae See and help in our investigations and case 
reports. ; 





CAESAREAN SECTION 
FOR DYSTOCIA DUE TO VENTRIFIXATION 
OF THE UTERUS. 


By AMAND ROUTH, M.D., F R.C.P., 


OBSTETRIC PHYSICIAN, CHARING CROSS HOSPITAL, LONDON. 





THE very interesting and successfal case of Caesarean 
section for dystocia due to ventrifixation, which was 
narrated by Dr. Manson Fergusson at page 1970 of the 
British Mepican Journat for December 24th, 1910, is 
followed by the statement that he does not know of 
Caesarean section having been recommended for the 
condition. : 

I have recently collected 1,282 cases of Caesarean 
section by living obstetricians and gynaecologists of the 
United Kingdom (published in the January number 
of the Journal of Obstetrics and Gynaecology of the 
British Empire), and amongst these there are seven of 
these very rare cases. Dr. Fergusson and others will be 
interested in the details of these seven cases and of an 
eighth case which occurred in my own practice about 
a month ago. 


CASE I. 

_Dr. Herbert Spencer’s Case (January 13th, 1903).—‘‘ Ventrifixa- 
tion resulting from myomectomy, the pedicle being treated as 
extra-peritoneal stump.’”’ Caesarean section performed before 
onset of labour. The patient recovered, the child unfortunately 
dying of haemorrhage from a loose ligature on the funis. 
Mother not sterilized. 


CASE II, 

Dr. Targett’s Case (February 4th, 1907).—Ventrifixation in 
1902 for retroversion and prolapsus uteri. Patient not in 
labour when admitted, but fourteen days over full term. At 
the Caesarean section the fundus was found firmly adherent 
to the abdominal scar. Child was lying in enormous distension 
of the posterior wall of the uterus. Mother and child survived. 
Mother not sterilized. 


CASE III. 

Dr. Jardine’s Case (October 6th, 1908).—Ventrifixation after 
last pregnancy. Caesarean section during labour, with 
threatened rupture of uterus. Fundus found densely adherent 
above the symphysis. Mother and child recovered. Mother 
sterilized. 

CASE IV. 

Dr. Murdoch Cameron’s First Case (December 7th, 1908).— 
Ventrifixation after fourth confinement. « Admitted in labour. 
Membranes ruptured. Tonic contraction of the uterus. Trans- 
verse presentation. Mother and child survived. Mother 
sterilized. 

CASE V. 

Dr. Murdoch Cameron’s Second Case (November 5th, 1909).— 
— a —— a by hag wae ge A Cervix 

nly be reached by passing whole hand into vagina. 

Mother and child survived. other sterilized. “ 


CASE VI. 
Dr. Munro Kerr’s Case (March 20th, 1910).—Operated upon 
daring labour. Mother and child survived. Mother sterilined. 


CASE VII. 
Dr. Ranken Lyle’s Case (May 21st, 1910).—Ventrisuspension 
— , ears previous. Chronic intestinal obstruction twelve 

n 8. 

Obstetric History.—Twelve previous pregnancies. Seven 
abortions before ventrifixation. Eighth and tenth, normal 
deliveries; ninth and eleventh, “ instruments,’ followed by 
puerperal fever; twelfth, ‘instruments’ used. labour 
but membranes intact. Hand had to be introduced into 
vagina to reach cervix. Uterus much anteverted, and at the 
Caesarean section was found to be densely adherent, and the 
cervix was found to be 4 in. above the sacral prominence. 
Hydramnios present. Uterus freed and adhesions ligatured 
off. Abdomen reopened sixth day after operation for intestinal 
obstruction, but mother died next day. Child also died 
(hydrocephalus). 

CASE VIII. 


Dr. Amand Routh’s Case (November 25th, 1910).—The patient 
had a still-born child (forceps) in 1898, and a living child in 1899. 
Ventrifixation was performed in 1900, and for three and a half 
years & sinus remained open in theabdominal scar. Since then 
she has had three dead children, and has been attended by Dr. 





Ernest Higgs, of Oxford, in each confinement. In each case he 
had the greatest difficulty in delivering the child by forceps, the 
uterus being firmly adherent to the abdominal wall, and ata 
high level, and he was only able to reach the cervix by inserting 
the whole hand in the vagina. The children were very large, 
12 to13lb. He strongly urged Caesarean section on this occa 
sion, and as the parents keenly desired a living child, [ 
rformed Caesarean section at Charing Cross Hospital at the 
hirty-ninth week. Labour, though not wai for, had 
evidently commenced. Both mother and child (9lb. 120z.) 
survived, and are now well. There were extensive adhesions 
for about 3 in. above the pubes, so.I incised the uteras ata 
higher level than usual, and did not interfere with the adhesions. 
Mother not sterilized. 


These cases show that where ventrifixation causes 
dystocia, living children can be delivered with small risk 
to the mother by Caesarean section, and Dr. Fergusson’s 
case shows that Caesarean section may be safely done 
after other attempts at delivery have been made, provided 
that (as in his case) antiseptic precautions had been 
carefully adopted. The w= ay case (No. 7) died of 
a bowel complication present before the operation. 





ABSENCE OF THE FALLOPIAN TUBES AND 
OF MENSTRUATION, ASSOCIATED WITH 
RECURRENT PERITONITIS. 

’ (A Seconp Cass.) 
By W. G. SPENCER, M.S., 


SURGEON TO WESTMINSTER HOSPITAL. 





Art page 926 of the issue of the Bairish MepicaL JouRNAL 
for October 1st, 1910, was published by me an illustrated 
account of a case in which the Fallopian tubes and men- 
struation were both absent, but monthly attacks of 
peritonitis took place. The condition was relieved by an 
operation, which joined the ovarian pouches with the 
uterine cavity. 

On reading this case, Dr. E. A. Chill of Ealing com- 
municated with me through Mr. Alban Doran, and allowed 
me to operate on a second case, which has proved alto- 
gether similar to that already mentioned. I am, therefore, 
particularly indebted to Dr. Chill for the opportunity he 
has afforded me. 


Previous History.—The patient, aged 31, married three years, 
never pregnant, had never had any menstrual flow. No blood 
nor blood-stained fluid had ever been passed ; the only escape from 
the vagina had been whitish-yellow material, and that never 
enough to require a diaper. At the age of 14 attacks of pelvic 

ain began and recurred monthly, lasting three to seven days, 
Serine which there might be a very little whitish.yellow dis- 
charge, but not always. These attacks have not lasted longer 
than a week, but have become more and more severe, recurring 
regularly at intervals of four weeks. The attacks affected the 
lower half of the abdomen, beginning on one side and spreading 
to the other, but the pain has always been worst on the left side. 
She had been under treatment privately and at two hospitals 
without benefit. 

Subjective Symptoms.—On June 7tha very severe attack of pain 
began on the right side, then spread across the pelvis to the left 
side and down the front of the left thigh. Pain of less severity 
was also felt about the umbilicus and round to the back. This 
was accompanied by headache, vomiting, and sweating. Opiates 
diminished the pain. On October 5th the attack of pain came 
on so severely that she said she thought she would go out of her 
mind. Owing to the vomiting neither food nor drugs could be 
retained, but morphine suppositories lessened the a 2 

Admission to Hospital.—She was admitted to Westminster 
Hospital on October 12th, and continued to have some pain 
until the 13th. When I examined her on this day there was 
tenderness to _ ation in both the iliac regions, with some 
rigidity over the lower abdomen. On vaginal examination a 
tender swelling could be felt on each side behind and external 
to the uterus. On the 15th all tenderness and rigidity had dis- 
appeared, and Mr. Doran did not feel any tender swelling on 
—— examination. : ; 

he woman was weak and thin, with a haggard look, ny oN 
this everything appeared normal—the breasts, pubic r, 
external genitals, vagina, and uterus. 

Operation.—On October 18th I operated, Mr. Doran and Dr. 
Chill being present. A median hypogastric incision was made, 
and the omentum found adherent over the pelvis, especialy to 
the abdominal wall. This was freed and turned back. Then 
the small intestines were pushed upwards without any adhe- 
sions being noted, and the uterus was drawn up by means of & 
volsella. The uterus appeared quite normal; the right tube 
had a normal junction with the uterus, but at 2 cm. the 
uterus it ended conically in the upper edge of the broad liga- 
ment. The left tabe was also normal at its Be ype with the 
uterus, but ended conically 1 cm. from it. Both ovaries were 











190: smatedoemen J - TREATMENT OF 





RECTAL CANCER. [JAN. 28, 19%t. 








fixed in Douglas’s pouch sj dense adhesions at the back of the 
broad ligaments, external to the uterus. As the finger was 
passed into Douglas’s pouch it entered on each side a sac lying 
under the ovary, into which the peritoneal surface of the ovary 
projected. On separating the adhesions and drawing up the 
oyaries they appeared normal and rather large. There was no 
sign of a corpus luteum nor of remains of blood clot. The 
broad ligaments were otherwise normal, the round ligaments 
being well marked. 

I then proceeded as in the former case, of which the diagrams 
should be examined. Mr. Doran passed a uterine sound upon 
the point of which I cut down and laid open the uterine cavity. 
Then @ drainage tube was passed downwards to reach from the 
upper end of the uterine cavity to the vaginal orifice. Next the 
ovaries and sacs were fixed over the uterine cavity, and all were 
covered in by an omental graft. 

Progress.—Unfortunately the patient had been rendered very 
weak by the recurring attacks of peritonitis. As I began to 
separate the adhesions she became faint, and the anaesthetist, 
Dr. Bourns, had to start saline infusions, which were continued 
for several days. Her condition made me hurry, and I sr ee 
I left some bleeding vessel unsecured, for broken-down blood 
clot escaped by the vagina and a little by the abdominal wound 
for some days. 


RESULT. 

Apart from this incident the patient made a good 
recovery. A month after the Jast attack of pain, when 
another could otherwise have been anticipated, the patient 
felt no disturbance whatever. This relief cheered her up, 
and she notably improved in colour. and put on weight. 
She went home, and is now quite well. 

Since the operation the date for an attack has three 
times elapsed without the patient being in any way 
troubled. She thus resembles the first case, who has 
been again seen more than a year and a half after the 
operation, and has no feelings whatever relating to 
menstruation. 








CASE OF PROLAPSE OF THE INVERTED 
UTERUS DURING LABOUR. 


BY 


ALFRED S, HENDRIE, M.B., Ca.B.Epm., 


LOWESTOFT. 
Inversion and prolapse of the uterus during labour being 
@ rare occurrence, the following notes of a case may be of 
interest. The patient was a married woman, aged 24, to 
whose second confinement I was called on November 6th, 
1910, at 1.30 a.m. 


Previous History. 

The first labour had occurred two years and nine months 
previously, and was natural except that the placenta was 
adherent. She had never at any time had any gynaecological 
symptoms, and had always been strong and Gealtny. The 
second child was born about half an hour before I arrived. 
Labour began at5a.m. on November 5th. The pains increased 
- severity at 5 p.m., but there was a long interval between 

em. 


State on Examination. 

On entering the room I found the midwife attempting to 
deliver what she called a ‘‘false conception.’? A mass, with 
the placenta adherent, was protruding from the vulva, and, on 
closer examination, the case was found to be one of inverted 
uterus with complete prolapse, the whole organ appearing 
outside the vulva. The placenta was rapidly stripped off, there 
being absolutely no haemorrhage. 


Treatment. 

The uterus was returned to the vagina, no attempt being made 
to correct the deformity at the moment owing to the extremely 
critical condition of the patient. The entire absence of haemor- 
rhage was considered a further justification for temporizing. 
Active stimulation was resorted to, strychnine and digitalin 
being administered hypodermically and friction to the 
extremities, pending the arrival of assistance. 

Dr. Tyson soon arrived, and restored the uterus to its normal 
condition without much difficulty. The administration of an 
anaesthetic was considered inadvisable owing to the collapsed 
condition of the patient. A hot intrauterine douche of 1 per 
cent. lysol was given, and two pints of normal saline solution 
were introduced into the rectum ; ;35 grain ergotin citrate was 
given hypodermically. ce 
1 & 
it yt ; Progress. , ‘c 

Daring the night the patient felt stiffand cold, and did not 
sleep. The temperature varied between 100° and 102° for about 
a week. It fell to normal on November 13th. There was a 
slight rise for about three days, but.on.November 16th the tem- 
perature was again normal, and has remained so ever since. 

uinine, strychnine and iron were given from the outset, and on 
November 9th 10 c.cm. antistreptococcic polyvalent serum were 
injected under the skin of the abdomen. As the pulse-rate was 


inclined to be rapid, strophanthus was now added to the mixture 
with very beneficial results. The bowels acted naturally on the: 
second day and were afterwards regulated by sulphate of 
magnesia. 

Result. 

The patient was kept in bed for a month, on a couch for a 
further week, and was then allowed to go downstairs. She now 
feels perfectly well. Menstruation occurred on December 17th, 
this ccrresponding to the time expected. 


Remakks. 

There is some difference of opinion as to how to deal 
with the placenta if it be still attached to the uterus. 

Galabin ' says: 

If the placenta. is still attached, it should be peeled off first, 
because the size of the mass to be returned is by that means 
considerably reduced. 

According to Whitridge Williams?: 


If the placenta is still attached to the uterus, it is generelly 
advisable to defer its separation until reposition has. been 
effected, because, the contractile function of the inverted uterus 
being in abeyance, there is always the risk of profuse 
haemorrhage. 


Herman ® states that: 


If the placenta is still attached to the uterus it matters little 
whether you detach it or not. If you can peel it off quickly, do 
80; if not, reduce the inversion with the placenta attached. 


In this particular case, the prompt removal of the 
placenta greatly facilitated further manipulations. 

Referring to the frequency of the condition Williams * 
Bays: 

According to Beckmann, not a single case occurred in 250,000 
labours in the St. Petersburg Lying-in Hospital, while Madden 
noted it once in 190,833 deliveries in Dublin. 

I am greatly indebted to Dr. Wilson Tyson for his very 
valuable help and suggestions, and for permission to publish’ 
the case. 


REFERENCES. rts : 
1Galabin, Manual of Midwifery, 1897, p. 741. 2 Williams, Obstetrics. 
1908, p. 825. ®%Herman, Dificult Labour, 1895, p. 342. 4 Williams, 
Obstetrics, 1908, p. 823. 








THE TREATMENT OF RECTAL CANCER.* 
BY 


HARRISON CRIPPS, F.R.C.S., 


CONSULTING SURGEON, ST. BARTHOLOMEW’S HOSPITAL. 





Tue subject under consideration is one to the study of 
which [ have devoted a large part of my professional life, 
so it will be difficult for me to condense my remarks 
within the proper time limit. It is now over thirty years 
since I was awarded the Jacksonian Prize for the subject. 
and between that time and the present I have had under 
observation over 1,000 cases. 

At first sight the pathology of rectal cancer may appear 
to be of secondary importance, seeing the precise subject 
of discassion is treatment, but a right knowledge of the 
pathology of the disease is really the secret of its successful 
treatment. 

With the exception of two or three cases of melanotic 
cancer and two or three cases of sarcoma out of the large © 
pumber of cases of rectal cancer I have seen, the whole of 
the remainder have been adenoid cancer; by this I mean 
a proliferation or overgrowth of epithelium of Lieberkuhn’s 
follicles and the reproduction of those follicles on a large 
scale. There are two ways in which these growths appear 
from Lieberkuhn’s follicles: one, when they commence on 
the summit of some of the folds of the rectum, and the 
other where they appear to commence at the base. It is 
the same disease but in a different situation. 

Nevertheless there is a vast clinical difference. When 
the growth appears on the surface of the fold it has a free 
space to grow in, and grows like a tree in the free space 
of the rectal passage. What becomes of it? It grows 
with a pedicle or trunk; it becomes a polypus; it never 
grows to excess in size; it is not malignant, in that it does 
not affect the glands or general organs, and if removed 
properly at the base it seldom recurs. — 

Adenoid cancer is the same growth turned upside down. 
If instead of growing free towards the‘surface it grows 





* A contribution to the discussion on this subject at the Royal Society 





of ‘Medicine of January 10th, see p. 200. 
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into the muscular tissue, if no longer has the same 
beautiful tree-like arrangement, which makes such beauti- 
ful slides, as when it grows free, but it is the same growth. 
When it grows downwards it becomes irregular, for it has 
to insinuate itself between the muscular fibres and the 
fibrous tissue of the rectal walls. In this situation it is 
invariably malignant. 

If I were shown a microscopical specimen of rectal 
growth and saw no muscular fibres in any part of the 
specimen, I should say I believed it was innocent, though 
T could not say this to a certainty. If, on the other hand, 
the growth were between muscular fibres, I should know 
it was malignant disease. I will not enter into theories 
on this point, but merely state that the two forms of 
growths are interchangeable. I have seen two or three 
cases in which there were multiple polypi of the rectum 
which had been going on for years. I know, also, of two 
cases in which polypi were removed at various times during 
fifteen years, and then a time came when growth started 
in the other direction, and the patient died of disseminated 
malignant disease. 

With regard to treatment, I consider that the particular 
route by which rectal cancer is removed is a matter of 
quite secondary importance. The really important point 
in rectal cancer is whether it can be removed with ad- 
vantage to the patient. Surgeons differ very much as to 
what they consider the class of case suitable for removal. 
Those which I myself consider suitable are cases in 
which the growth is still confined to the rectum, and does 
not extend beyond it. In very many cases one can ascer- 
tain whether it is confined to the rectum by noting its 
degree of fixity. If I feel disease in the bowel, and am 
able, with the finger, to push it up or down or rock it 
from side to side, I am sure it can be removed with 
advantage to the patient. But if the examining finger 
passes into a narrow part of the rectum and the disease 
extends round it, and Iam unable to move the diseased 
part without at the same time moving the patient bodily, 
I generally find it useless to attempt removal. 

I am speaking, it is to be remembered, from much experi- 
ence of these caser, and it took me some time to learn what 
growths are removable and what are not. Some of my 
early cases on which,I operated should not have had 
operation attempted, for the disease had gone through the 
rectal wall. Where that is the case and the neighbouring 
tissues are involved I have not had a case of successful 
removal, and I believe that the recurrent growth was more 
virulent and rapidly fatal than the original. 

It is very important in the first examination to make 
out whether the cancer is movable or firmly fixed, and 
therefore whether it is removable or not. Atthe examina- 
tion in the consulting-room one can conclude that a case 
is not obviously suitable for remova), or that it moves 
easily, and is suitable for removal. But there are some 
cases on the border line in which it is difficult to know 
whether the ®cancer is movable or not. As the point is a 
very important one, examination should be made in these 
cases under an anaesthetic. I have had many cases 
which, if I had been pressed for an opinion at the first 
examination, I should have said ought not to be removed, 
but which seemed more favourable when examined under 
an anaesthetic. No case should be condemned as 
pe aia until such further examination has been 
made. 

With regard to recurrence of the disease: it has been 
stated by Mr. Sampson Handley, as suggested to him 
by his pathological specimens, that rectal cancer extends 
by the lymphatics far beyond the actual growth. I do 
not think it does; the lymphatics only become implicated 
very late in rectal cancer. Such widespread infection at 
an early stage is contrary to my clinical experience. 
{ cannot say I have ever seen cases which have recurred 
in the sense that large areas of bowel—10, 12, or 14 in.— 
have been involved. When rectal cancer does recur after 
removal, where does it recur? Sometimes it recurs at 
the cut edge of the mucous membrane—that is, in cases 
where there has not been a sufficiently free margin of 
} to 1in.; but where it generally recurs is not at the cut 
margin of the bowel, but in the tissue surrounding the 
part from which the growth has been removed. 

_ Cancer can be advantageously removed when the disease 
is still confined to the rectum, but not when it has passed 
this and penetrated into surrounding tissues. 
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With regard to methods of operating, a considerable 
number of cases can be reached from se tt by division 
of the sphincter. It will be —— agreed that a 
within 3 in. from the outlet can be removed in that 
manner. There are many cases situated in the common 

ition for rectal cancer at about 4 to 5in. which can 

removed by the trans-sacral operation by sawing across 
the sacrum 3 or 4in. up. This gives an astonishingly 
good view of the part. On the whole, it is one of the 
most successful operations for the disease. 

There are a ‘certain number of cases which obviously 
cannot be felt per rectum; they are in the pelvis, and can 
only be attacked. by the abdominal route. It is absurd, 
therefore, to lay down a rule and say one or other 
operation should be done in every case; it discounts the 
surgeon’s common sense. Who would dream of removi 
@ cancer in the u part of the pelvis by the sacra 
route, or who would remove a cancer at the bottom 
of the pelvis, below the peritoneum, by beginning in the 
abdomen? . 

In regard to the abdominal operation—which is suitable 
when the disease is high.up in the rectum, especially if it 
merges on the sigmoid—there is a question of detail as to 
performing an anastomosis. Nothing is so successful in 
the sigmoid or the large bowel as the removal of a growth 
and at once performing an end-to-end anastomosis. The 
operator will see what he is doing; there is plenty of 
room, and suturing can be accurately done. 

But when the growth is low down and there is difficulty 
in getting below it, and it is necessary to cut below the 
growth, and one has to cut across the growth above, there 
may be an interval of 4 in. between the two ends. Sur- 
gically I believe it is impracticable to make a safe join 
in these casee, for even if the ends can be brought together 
they have to be left in a eondition of considerable tension, 
and there is nothing worse than to.leave a junction of 
bowel with tension on the stitches. The junction is sure 
to separate, and death to ensue. It is better to cut off as 
low as possible, close by invaginating the lower opening 
of the rectum, which will otherwise be open, into the 
abdomen, and then finish the operation by fixing the 
upper end into the angle of the wound. This is far safer 
than attempting, in a doubtful case, to join the ends 
together by end-to-end anastomosis. 

In doing the trans-sacral operation it is good, if possible, 
to join the ends together. But in many cases that is not 
practicable at the time. I have had two very successful 
instances of doing the joining by @ secondary operation. 
One of them was a lady brought to me by Dr. Rushworth ; 
in this I excised a piece of bowel by the trans-sacral 
operation and removed 4 in., including the growth. I ex- 
pected to see the sacral nerves, but fortunately did not. 
I could not join the ends together. I left the patient, and 
it was agreed that I should see her again in s year’s time, 
and, if there was no recurrence, see what could be done 
in the way of joining. I waited for more than three years, 
and there was no recurrence. Still, there er ually 
occurred a considerable prolapse of the upper end, and at 
the end of the three years I dissected out the prolapsed 
upper end and the remains of the lower end, made a very 
thorough anastomosis, and closed the soft parts over it. 
I did the original operation eleven years ago and the 
second one eight years ago, and I know that quite recently 
the lady was in perfect health, and she had absolutely 
perfect control over the anus. How could such a result 
have come about if I had taken the precaution of removing 
13 in. of bowel, as recommended by Mr. Handley ? 

With regard to statistics, after examining my notes, I 
find that not more than 1 in every 4 cases of rectal 
cancer which I have seen was, in my opinion, the least 
suitable for operation, and I believe to operate on all cases 
must bring discredit on the operation. With negard to 
recurrence, I am sorry to say my statistics are not quite 
so good as those given by Mr. Edwards. Out of 85 private 
cases which I have published of excision the mortality 
was 5 per cent., corresponding nearly with Mr. Edwards's 
experience and where I have been able to follow them up, 
35 were cured—that is, there was no recurrence 
three years. The shortest case was three years and a few 
months, and the longest case twenty-three years. With 
regard to recurrence, it is fair to regard as a cure any 
case in which there is freedom from recurrence after 


| three years, for if cancer of the rectum recurs it almost 
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always does so in the first year; many of them recur in 
six months. if 
I agree that in selected cases the operation is very 
valuable, and if there is doubt in a case as to removal, the 
‘benefit of the doubt should be on the side of operation. I 
may mention a case in illustration of this point. One of 
my old pupils at St. Bartholomew's Hospital was in the 
Iadian Medical Service. He had an obstruction, and was 
operated upon by Major Bird, of Calcutta, for complete 
obstruction; colotomy was done. By passing his: finger 
he could feel what he believed to be malignant disease. 
Bat owing to the hot weather the patient was advised to 
come to England for further treatment, and so consulted 
me. By passing my finger down the colotomy opening, 
{ could feel a growth of considerable size down the pelvir, 
the examination being made under an anaesthetic. It 
felt so fixed that when the patient came out of the anaes- 
thetic I explained to him that I could hardly advise its 
removal. The patient replied that I probably had in my 
mind that death might occur at the operation, but that he 
did not mind dying under the operation, but dreaded dying 
from cancer. He added that he wou'd take the full 
responsibility for his life if I would attempt the removal. 
did the operation in St. Bartholomew’s Hospital, and 
it was the worst I ever did. It occupied two and a half 
hours. The growth was not anatomically fixed, but was 
tirmly set in adhesions deep in the pelvis. I removed a 
mass as large as my fist, with six or seven inches of bowel, 
and I never knew a patient who so nearly died. For forty- 
eight hours there was no sign of any pulsation at the wrist. 
His friends came, and I told them the patient was going in 
an hour or two. But the patient whispered he was not 
going to die, and he did not. Only a short time ago I had 
a letter from him from India, which was dated as his 
eighth birthday, for he dated his life from the operation. 
He sent me an 11-ft. tiger skin and his comment was: 
I send you this tiger skin to show that I am in perfect health 
and I have not lost my nerve, for I shot this animal in one of 
thé wildest parts of India, and I shot it on foot. 


This case makes it clear that in such a disease it is well 
to err on the side of doing too much rather than too little. 
Believing, as I firmly believe, that a number of these cases 
are curable if operated upon early, it is a pity that prac- 
titioners do not spend more time in the study of the 
symptoms of rectal cancer, for they are obvious. Never- 
theless, time after time cases come to me which have 
been treated for long periods as chronic dysentery, intes- 
tinal catarrb, piles, etc., without any examination having 
been made, whereas if that simple precaution had been 
taken, the nature of the disease would have been early 
apparent, and they might have been treated by operation 
with permanent success instead of having drifted into 
a hopeless condition. 

{ think we are greatly indebted to Mr. Edwards for the 
admirable way he has stated his facts and brought the 
whole subject so concisely before us. 
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For some time past the systematic examination of the 
blood in cases of acute rheumatoid arthritis has been 
earried out in the laboratory of the Royal Mineral Water 
Hospital], and in certain cases micro-organisms have been 
isolated and vaccines prepared. 

The following is the history of two such caseg, and the 
results have been so exceedingly satisfactory that we are 
encouraged to hope that in vaccines a cure may be found 
for many acute cases of rheumatoid arthritis. 
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Y CASE I. ' 
J. M., female, aged 44, nurse. Was guite well till March, 1909. 
The first eymptom was @ throbbing pain in the proximal inter- 
phalangeal joint of the index finger of the left hand. This 
continued off and on (no other joint being affected) till June, 
1909, when the lefé foot became very painful, inflamed, and 
swollen. She was, however, still able to walk and remained on 
duty as a hospital nurse till November, when the right foot also 
became swollen and inflamed. She was now unable to walk. 
The joint seemed to be more swollen at night than during the 
daytime, and there was slight oedema. She remained confined 
to bed till February, 1910, when she went to the south coast. 
While there she improved so much that she was able at one 
pened to stand on her feet. Soon, however, she became worse, 
till the finger-joints, knees, ankles, hips, shoulders, and cervical 
joints were involved in quick succession. Ultimately she 
became a bedridden, being unable to move her head, 
knees, or feet, and she could not feed herself. In May she came 
to Bath, where she was under treatment nine weeks, vapour 
and other baths being given. She was no better at the end of 
that time. On July 14th she wasadmitted to the Royal Minera} 
Water ie On examination she presented all the features 
of acute rheumatoid arthritis. All the joints were affected. 
Evening temperature did not rise above 99.2° F. There was no 
albuminuria and there was no apparent infective focus. The 
teeth had all been removed some years previously. She had 
had an attack of influenza six years previous to the onset of 
joe = symptoms. There was no family history of joint 
oubles. 


On August 6th she had her first injection of fibrolysin. 
This was repeated every fourth day till nine injections 
had been given. She was also having the thermal bathe, 
but up to September 12th there was no improvement 
whatever, and she lay in bed with her knees drawn up, 
unable to move and unable to feed herself. On that date 
her blood was found to contain a micro-organism, and a 
vaccine was prepared and injected. The dose used was 
5,000,000 throughout. The injections were given sub- 
cutaneously every third day. There was never any rise 
in temperature or other constitutional disturbance, but 
after the first and second injections she experienced a 
considerable amount of pain iu the joints. From that 
time a rapid and continuous improvement took place in 
her general condition. The pains in the joints became 
much less; movement of the joints was speedily obtained, 
til], at the end of seventeen injections, she was able to 
move her head freely, feed herself, knit, and walk up and 
down stairs without assistance. 


CASE II. 

H. M. B, female, aged 41, married, was admitted to the Roya? 
Mineral Water Hospital on August 13tb, 1910. The onset of the 
condition, which occurred four months after a confinement, 
began ten years previously with generalized joint pains. On 
admission the case was seen to be & typical one of rheumatoid 
arthritis. There was no evening rise of temperature above 
99°F. There was no albumen. The pape interphalangea? 
joints of the fingers were fusiform, and the synovial membrane 
was thickened and pouched. The wrists, elbows, shoulders, 
knees, and temporo-maxillary joints, which had all been acutely 
affected, were in a subacute or chronic stage. There was a 


‘marked degree of atrophy of the interosseous muscles of the 


hands, also of the muscles of the forearms, thighs, and legs. 


In addition to the thermal waters which the patient was 
having on September 5th, she was given guaiacol carbonate 
gr. v. t.i.d. On September 15th there bad been no 
improvement in the condition of the patient and on this 
day a culture was obtained from the patient’s own blood, 
and a vaccine prepared. Injections of 5,000,000 were 
given on alternate daye. There was no rise in tempera- 
ture after any of the eleven injections given. Immediately 
following on the administration of the second dose the 


‘patient lost practically all her joint pain. After three or 


four doses she was able to move her joints more freely 
than she had been since the onset of the condition. She 
improved steadily and continuously till she left hospital. 

In both cases the micro-organisms were obtained from 
blood taken from the veins of the antecubital fossa of the 
arm, after every precaution had been taken to ensure the 
impossibility of skin contamination. The media on which 
the cultures were obtained was blood agar, avd during the 
period of growth the incubator registered 35° C. 

‘In Case 1 a growth was observed on the third evening, 
the appearance of the colonies being that of semi-trans- 
parent points. The appearance microscopically was that 
of a diplococcus aggregated in clusterr. The stain was 
retained after employing Gram’s method. 

In Case 11 a growth was observed on the second evening 
in thé form of single colonies less transparent than in the 








